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PREFACE 


Spread of HIV/AIDS without any barriers whatsoever is a matter of fact. 
Emphasis on the so called ‘risk’ population has not only proved to be misplaced 
but also counter-productive. The surveillance figures exhibit the gradual increase 
in the numerical magnitude of the affected people. The problem is accentuated 
by the dual aspects of the incurability of the disease as coupled with the societal 
response towards the person who is tested seropositive. Naturally, these 
responses trigger legal and ethical debates. It is only because, any step taken 
towards prevention of further spread, either directly or indirectly impacts 
individual rights and liberty. Hence, it is inevitably necessary that the system 
and the stakeholders must be sensitive to these issues. The routine practice of 
mandatory testing, the discrimination of affected employees leading to deprival 
of their employment opportunities, afflicted women being cruelly discarded 
from the interactive limits of society and the affected children being disowned, 
are some of the several discriminatory practices that raise significant questions 
pertaining to the human rights of those suffering and the response of the different 
entities to the same. In addition, the lack of proper treatment and care to 
those suffering only further accentuates the problem. 


The problem of HIV/AIDS is not restricted to merely one aspect, instead 
it extends across the issues of poverty, minorities, patriarchy, development in 
addition, to the main factor of health. The ethical responses assume greater 
significance in this regard owing to the need of the society and its constituents 
to respect the human dignity of the PLWHAs. The legal complexity too needs 
to be addressed in this multi-factoral scenario. Concerns of PLWHAs should be 
balanced with that of the society in the background of the unabated spread and 
the extent of the undesirable effect of HIV/AIDS. We need to exhibit utmost 
patience and caution by understanding that the law cannot act as the universal 
remedy that is absolute. It needs to be applied in the cultural context and the 
social reality that prevails in the respective jurisdiction. 


The imperative need is the preventive measures that must be taken to 
regulate the spread of the virus. In this regard, it may be firmly stated that the 
need to protect the interests of the society and that of PLWHAs and to balance 
each other also becomes the requirement of the hour. 


In this backdrop, it is pertinent to mention that the Institute for Law and 
Ethics in Medicine (TILEM) has been actively involved and constructively 
instrumental in undertaking Research Measures and Documentative Processes 
on Legal, Ethical and Human Rights issues pertaining to People Living With 
HIV/AIDS (PLWHAs). TILEM has also had the opportunity to shoulder greater 
responsibilities in this regard by being the nodal agency for the Technical 
Resource Group on Legal and Ethical Issues pertaining to HIV/AIDS. In 


furtherance of the same, TILEM has been involved in conducting various 
interactive activities like initiating public debates, promoting general awareness 
among the concerned and effectuating greater sensitization of the stakeholders. 


The available research amply demonstrates that notwithstanding the 
massive concern and mobilization of resources, the spread of the disease 
continues unabated, particularly in the Indian context. Over the past few years, 
the work of the various stakeholders in this area of research has led to the 
unfolding of certain complexities related to the socio — cultural practices and 
the societal mindsets, about which very little is known to the policy makers, 
legal experts, Civil society functionaries, medical professionals, student 
community, enforcement authorities and the media. 


TILEM has decided to take a small, but firm step towards the balancing 
of the societal concerns with that of the interests of PLWHAs, by convening a 
series of Consultation Meetings with the following objectives: 


e To inform about the obtaining proven facts about the virus; 
¢ To pose the problems in the right perspective; 


¢ To get to know about the constraints, concerns and limitations of various 
stakeholders; 


e Toelicit a feedback as to the premise of the Policy and the Legal framework. 


TILEM hopes to facilitate the provision of a forum for the generation of a 
consensus-based approach towards the firming up of the policy and legal aspects 
in this regard. Towards this end, it is hoped that this material triggers, rational, 
reasoned and informed debate about what should be the premise of law and 
policy pertaining to HIV/AIDS. 


I take this opportunity to thank TRG on Legal, Ethical and Human Rights 
pertaining to HIV/AIDS and UNDP supported sub-regional project on HIV and 
Development in South and South West Asia, without whose help, this task 
would not have been accomplished. 


I am beholden to all my colleagues at TILEM, whose constructive and 
timely support has enabled me to shoulder this responsibility. 


National Printing Press deserves compliments for their prompt execution. 


18.11.2000 


S.V. JOGA RAO 
BANGALORE 


PART I 
WE, HIV/AIDS AND OUR LIVES 


1. HIV/AIDS AND LEGAL, ETHICAL AND 
HUMAN RIGHTS CONCERNS 


Dr. S. V. Joga Rao 


Talking and discussing about the nature and characteristics of HIV virus 
or how the virus spreads or the ways in which the spread doesn’t take place, 
the organic structure of virus, can be legitimately construed as essential facets 
of information, which should form part of mainstream and popular discourse in 
the realm of HIV/AIDS. It is understandable. But, how do we place similar or 
same level of importance to legal, ethical and human rights concerns when we 
talk about HIV/AIDS? Are they matters of concern? If so, why? In health related 
matters like TB, smallpox, leprosy or the so called plague, we have never 
discussed about legal, ethical and human rights concerns. Why are we initiating 
such a debate, in this respect? For what reasons? A similar debate is not 
heard in the case of hepatitis B, which is considered to be a serious disease. 


This paper proposes to respond to these very significant questions. The 
main purpose is to clearly inform and analyse the need for addressing these 
questions in the context of HIV/AIDS. 


At the outset, it requires to be clearly stated that we (everyone of us!) are 
interested in strategising measures, which effectively and appropriately contain 
the spread of virus. As a direct consequence, hopefully our interests and in 
turn society’s will get protected and promoted. 


Let us restate and reiterate available basic facts about the virus. Obtaining 
scientific data informs us that the virus spreads only under specific and clearly 
determinable circumstances, which are directly attributable to human behaviour 
pattern like unprotected sexual practice, intravenous/intramuscular drug usage 
through syringe sharing, blood transfusion and mother to infant transmission. 
Similarly, there are ways (though popularly believed otherwise!) in which the 
virus doesn’t spread, like shaking hands, sharing clothes, using same toilet, 
through mosquito bite etc. Testing of a person as seropositive merely indicates 
presence of virus in the body. Depending upon various factors like, general 
immunity and health condition, the care (in terms of nutritious food, responsible 
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behaviour pattern), the onset of opportunistic infections / diseases like TB, 
weight loss, diahorea find shelter in the infected person. And ultimately leads 
to AIDS approximately from 3 to 8 years. There are cases where, it took more 
than 10 years also. As a result of this, a person who is seropositive cannot be 
identified so, by mere observation. The blood screening is the only process. 


However, for all practical purposes, a seropositive person continues to be 
a healthy person until, the onset of disease/s takes place. He/she is as good as 
any other person who is not seropositive. As of now, there is no cure, however, 
certain drugs are available, which directly act on virus count and as a direct 
result either delays onset or prolongs the status quo. But, it is necessary to 
note that, for many of our people, these drugs are neither accessible nor 
affordable. Though, in other systems of medicines, tall claims are made about 
cure, still these are yet to be subjected to detailed scientific scrutiny. Previously, 
it was thought that, the spread of virus is only confined to certain categories of 
people, whom we have labelled as ‘risk groups’ like commercial sex workers, 
homosexuals, intravenous drug users (those who share needles). But, as the 
epidemiological findings started unfolding, we have come to realize and 
understand that, the spread of virus has no barriers whatsoever. As a result, 
the findings clearly reveal that the virus makes its presence virtually in every 
category of people in our society. The community of seropositive people, whose 
numbers get multiply everyday, are represented by men, women, children 
with almost every and diverse backgrounds. One more significant fact about 
the virus i.e., the spread of virus is preventable in nature. 


In the light of this backdrop, we need to address our concern, namely, 
how do we prevent further spread of virus and also what kind of measures can 
be identified particularly with regard to those who are in ‘vulnerable’ situations? 


Any preventive measure necessarily takes with its fold the process leading 
to regulation of human conduct. It is more so, if such preventive measure is in 
the nature of ‘law’ and for a context like HIV/AIDS wherein, inevitably the 
preventive measures focus on behaviour/conduct. Hence, the dilemma is, what 
should be the premise of such law, if it aims at regulating something which is 
innate to the human life, like sexual practice, just to illustrate. 


To gain more insight, let us have a glimpse at popular societal response 
to the virus and the person who hosts such virus. Consistent stigmatization, 
varied discriminatory practices and claims of isolating those who are tested 
Positive are some of the manifested responses of society. The nature of 
discriminatory practice takes many forms in different contexts. They include, 
employment, access to public places, admission to schools, housing, treatment, 
care, marriage etc. The underlying reasons for this kind of reaction can be 
attributed to the fact of its incurability. In addition, notions like, spread as a 
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result of sinful or immoral sexual practices have contributed to the societal 
claims that those who are infected and those who are vulnerable must be isolated 
from the mainstream of societal life, so that societal interests can be protected. 
Accordingly, isolation has been considered as the appropriate method of 
prevention. Hence, discrimination and stigmatization act as prelude for eventual 
isolation either imposed by social norm or as a matter of voluntary decision. 


The issue that requires to be vetted is, whether nature of such a legal 
measure can be premised upon ‘isolation’ of the infected individual with a view 
to protect societal interests? Apart, whether discriminating and stigmatizing 
such person can be said to be in the best interests of the society? Whether 
measures based on the principle of isolation and leading to several discriminatory 
practices can be legitimately and constitutionally justified? Whether these 
measures are pragmatic when it comes to practical enforcement? 


The related issue is whether there is any viable alternative? If so, what is 
its premise? Whether premise of this measure can be reconciled with the ‘basic 
facts’ as revealed by scientific studies? 


Yes, there is another alternative, whose foundation is premised upon 
‘integration’ rather than ‘isolation’. This process firmly believes in two significant 
aspects. They are the societal interests are better protected, if the infected 
individual is given an appropriate opportunity to integrate with the mainstream 
of social life. This can be adequately achieved by recognizing rights of beings 
and facilitating protection and promotion of the same. In addition, this approach 
reconciles well with the proven basic facts about the virus. As a result, this 
approach firmly endorses of the opinion that rights protection better facilitate 
the individual to indulge in responsible behavior, which is the crux of the 
preventive measures with regard to HIV/AIDS. Hence, the focus of this approach 
is to consider positive person as a part of the solution and certainly not as a 


part of the problem. This is a pragmatic process whereby, the lasting impact 
can be contemplated. 


Should we prefer ‘isolation’ or ‘integration’? Keeping emotions apart, we 
need to rationalise the discourse and accordingly decide whether we should opt 
for ‘isolation’ or ‘integration’ in the light of objectively verifiable facts and views 
of diverse stakeholders who play a significant part in the discourse. They include 


doctors, nurses, hospital administrators, judges, students, commercial sex 
workers, NGO’s, PLWHA’s and the like. 


Hence, there is a need for threadbare public debate. This paper initiates 


the debate. 


2 8 2 2 2k ok of 2k ok ok 
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2. THE ROLE OF THE LAW IN HIV AND AIDS 
POLICY 


Julie Hamblin* 


The prescriptive of the law, The protective role of law, The instrumental 
role of law 


Introduction: 


Much has been written about legal rights and duties in the Acquired 
Immunodeficiency Syndrome epidemic and the importance of an appropriate 
legal response. With many policy responses being shaped by the all too familiar 
and often misconceived debate about public health versus individual rights, 
the delineation of legal rights and duties has been a necessary part of the 
policy debate. Moreover, the ongoing reports of serious and unjustified 
encroachments on the civil liberties of people with Immunodeficiency Virus 
have established beyond doubt that the law has the central role to play in HIV/ 
AIDS policy. 


The precise definition of this role, however, has not always been given 
such careful attention. We know that the legal response to HIV/AIDS is 
important, but what should the legal response actually be? Can legislation, 
HIV/AIDS -specific or otherwise, assist in strategies for the care and treatment 
of people with HIV and help to reduce the spread of HIV? What has been the 
experience, a decade into epidemic, in seeking legal remedies for HIV/AIDS 
related discrimination? Are legal sanctions ever helpful in bringing about the 
changes that will be necessary to respond effectively and appropriately to HIV/ 
AIDS? 


Underpinning these questions is a central theme that will be explored in 
this article. This theme relates to the need to recognise and distinguish between 
the different levels on which the law can operate, and which are seen with all 


* This paper was prepared by Julie Hamblin and originally appeared in the AIDS 1991 
Suppliment of Current Sciences. 
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their nuances in the context of HIV/AIDS policy. At one end of the spectrum is 
the role of the law which follows an essentially proscriptive model, whereby 
certain forms of conduct are prohibited and mad subject to criminal sanctions. 
The complex social and ethical dimensions of HIV/AIDS ,however, have called 
for more creative approaches to the how law can contribute to HIV/AIDS 
policy.this requires an exploration of not only the proscriptive function of the 
law but also the ways in which the law can be used -or, on occassions, not used- 
in a constructive way to promote and reinforce the goals of HIV/AIDS strategies. 


At this point in the epidemic, with the experience of a decade of legal 
responses to HIV/AIDS to reflect upon, it is constructive to analyse the various 
models by which the law can be incorporated in HIV/AIDS policy. Three main 
models will be analysed here. The first is the traditional proscriptive model 
that penalises certain forms of conduct. The second model focuses on the 
protective function of the law and the need to uphold the rights and interests of 
particular classes of people, notably those infected with HIV or at risk of 
infection. Both these models have been widely used in responses to HIV/AIDS 
to data. The model, however, has been explored less fully. this model seeks to 
use the law actively to promote the changes in values and patterns of social 
interaction that lead to susceptibility to HIV infection. 


Unless these different roles are recognised, there is a risk that the full 
potential of the law to assist HIV/AIDS policy will be overlooked or, worse, that 
the law may active obstruct an appropriate response to HIV/AIDS. 


The distinction between these different models is not always clear -cut 
and a particular legal intervention may display elements of more than one 
model. However, an understanding of the distinctions is important in order to 
identify clearly what is sought to be achieved by a proposed legal intervention. 
This analysis can guide any decisions about when we should intervene using 
the force of law, and when in the interest of certain policy objectives, we should 
refrain. Unless these roles are recognised, there is a risk that the full potential 
of the law to assist HIV/AIDS policy will be overlooked or, worse, that the law 
may actively obstruct an appropriate response to HIV/AIDS. 


The proscriptive role of the law 


The impact of the law in its proscriptive mode on HIV/AIDS policy became 
apparent very early in the epedemic because of the particular epidemiology of 
HIV infection in developed countries. 


th The two groups most effected by HIV in the West-homosexual men and 
injecting drug users-were people whose sexual or drug-using activities 


TILEM 


The Role of the Law in HIV and AIDS Policy 7 


constituted (and in some cases still constitute) a criminal offence in many 
jurisdictions. The existence of these criminal sanctions meant that legal 
concerns were drawn into the policy debate right from the outset. Our response 
to the activities that were placing people at risk of HIV infection has to be 
formulated in the context of legal prohibitions on these activities. 


The involvement of the law in HIV/AIDS policy in this way can be seen to 
have obstructed rather than facilitated effective policy implementation. These 
are the laws, for example, that have imposed criminal sanctions on the sale of 
condoms in Ireland[1] and have led workers in needle-exchange programmes 
to fear they may be prosecuted for aiding ad abetting an illegal activity or for 
possessing the traces of illegal drugs that remain in used needles and 
syringes[2].They have caused those people who are most at risk of HIV infection 
to be reluctant to identify themselves as being at risk for fear of adverse legal 
consequences. In short, the law has presented yet another obstacle to effective 
strategies to minimise the spread of HIV and meet the needs of people already 
infected. 


Similarly, it can be argued that the enactment of proscriptive laws directed 
specifically at HIV/AIDS has beenconterproductive in the context of broader 
HIV/AIDS strategies. Examples of this type of proscriptive law are laws for the 
compulsory reporting of HIV seropositivity, laws which require HIV testing of 
certain population groups, such as prisoners (Gostin, Lo)and 
immigrants(Hamblin, J.,Somerville, M.A.), and laws that compel the disclosure 
of an individual’s HIV status in certain circumstances. The coercive nature of 
these laws, which often impose criminal sanctions for non-compliance, far from 
encouraging conduct that will reduce the spread of HIV, and making it less 
likely that they will cooperate in prevention measures. For those working in 
the field of HIV/AIDS, this is a familiar debate, and I do not [propose to canvas 
it in detail here. For the purposes of the present analysis, the significant point 
is the lawmakers must be sensitive to not only the direct but also the indirect 
impact of legal sanctions. 


In this case of proscriptive and punitive laws, therefore, an appropriate 
legal response to HIV/AIDS will most often have as its desired outcome the 
absence rather than the presence of applicable law. 


In the case of proscriptive and punitive laws, therefore, an appropriate 
legal response to HIV/AIDS will most often have as its desired outcome the 
absence rather than the presence of applicable law. This may not be as easy to 
achieve as it might be seen. Where criminal offenses exist in relation to certain 
HIV risk activities, for example, a policy of decriminlaization may be politically 
unpalatable because of public controversy surrounding homosexuality or drug 
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use which may be unrelated to HIV/AIDS. Where absence of law is already the 
status quo, a policy that proposes essentially no legal reforms may fly in the 
face of the political imperative that policy makers be seen to take swift and 
decisive action to address the threat of HIV. It requires us to resist the appeal 
of the “quick fix” in favour of a less tangible response that recognises the 
complexities and subtleties involved in expecting changes in behaviour. 


The particular dynamics of AIDS and HIV infection suggest that 
proscriptive laws will rarely be an appropriate policy response if they seek 
merely target the conduct of people with HIV or activities that give rise to HIV 
infection risks. In this guise, the role of the law is a negative rather than a 
positive one, and the challenges of HIV/AIDS are such that an effective policy 
requires more than negative prohibition. Of all the different models the law 
can follow, the proscriptive model has the least scope for a creative application 
to policy formulation. 


The protective role of law 


A second model for the role of law in HIV/AIDS policy focus upon how the 
law can protect individuals or class of individuals from harmful and undesirable 
occurrences. This model has been of central importance in the context of the 
legal response to HIV/AIDS because of the proliferation of discrimination against 
people with HIV (see Tindall,B.et al; Gostin Lo; and 


Somerville,M.A.et al) and because of the increase in recognition both 
nationally and internationally, of the interplay between AIDS and human rights 
(see United Nations Centre for Human rights; and World Health 
Assembly).Accordingly, legal instruments such as human rights and anti - 
discrimination legislation that embody the protective role of the law have been 


proposed as practical and effective ways in which the law can assist HIV/AIDS 
policy. 


Laws that protect individual rights and interests must, to be effective, 
incorporate a proscriptive element that imposes certain penalties for non- 
compliance, but they are not essentially proscriptive in their thrust. Equal 
opportunity legislation, for example, may prohibit certain conduct on the part 
of the employers, landlords and others that is held to amount to unlawful 
discrimination, but the philosophy underpinning the legislation is that of 
protecting individuals against discrimination. The objective of the legislation 
is positive rather than negative: to engender respect for individuals and to 
promote human rights rather than merely to impose a prohibition on , for 
example, homosexual activity. It could be conceded that the distinction is one 
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of emphasis rather than degree, but there is nonetheless an important 
conceptual shift between , on the one hand, regarding the role of the law as 
that of enforcing legal prohibitions and, on the other hand, viewing it as a 
mechanism for promoting and protecting individual rights. 


The legal response to HIV/AIDS has drawn on the protective role of the 
law in many ways, but two protective functions of the law have been dominant, 
namely protection against discrimination and the protection of confidentiality 
for people with HIV or suspected HIV infection. In the area of protection against 
discrimination, human rights instruments have invoked in the interests of the 
people with HIV and, in some jurisdictions, new legislation has been passed 
strengthening human rights protection in this context (see The Americans 
with disabilities Act; and equal Opportunity Act). Judges have been called upon 
to decide whether pre-existing human rights legislation can or should be given 
sufficiently broad interpretation to cover new circumstances presented by HIV/ 
AIDS-related discrimination (see Gostin,L.O.). Consideration has been given 
to drawing upon international human rights conventions and declarations 
embodied in International law to strengthen human rights protection within 
domestic legal frameworks (see Hodge,D.et al). 


In relation to protection of confidentiality, the law has been invoked in 
arrange of different ways. It has been used, for example, to uphold obligations 
of confidentiality relating to information about HIV status obtained by a hospital 
(See Xv Y and Ors), to provide remedy for defamation in a case of threatened 
disclosure of HIV status (see X v Sattler, et al), and in some cases to justify 
withholding the identity of an HIV-infected blood donor. In some cases, where 
existing confidentiality protection has been considered inadequate, legislation 
has been passed strengthening confidentiality safeguards (see Public Health 
Act 1991). 


These examples are not intended to suggest that the law has necessarily 
been exemplary in the context, for indeed many would argue that the law has 
fallen far short of what is required to protect the interests of the people with 
HIV. Moreover, legal protection in theory may not translate into legal protection 
in practice if the legal process is too cumbersome, time-consuming or costly to 
enable people with HIV to exercise their legal rights. Legal remedies that 
apply in the event of unjustified discrimination or breaches of confidentiality 
must also be recognised as dealing only with the symptoms of the problem and 
not with the cause which lies with community prejudice and lack of sensitivity 
to the rights and the need of the people with HIV. Even bearing these limitations 
in mind, however, the examples described nevertheless demonstrate the extent 
to which the model of the law as a protective instrument has been incorporated 
into the response to HIV/AIDS. 
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It must be recognised that both proscriptive and the protective model for 
legal intervention involve fundamental value judgements and, often, value 
conflicts in relation to what should be protected and what prohibited. As a 
result, each model operates on two levels, first by defining specific legal rights 
and obligations, and second by creating and reflecting certain values and rejecting 
others. These statements of values, which are inherent in the law, can influence 
and shape other policy responses. 


The distinction between the proscriptive and protective roles of the law is 
important because it assists in determining whether legal intervention is an 
appropriate policy response. While proscriptive and coercive laws may be 
counterproductive if they discourage the voluntary participation by people at 
risk of HIV measures to reduce HIV transmission, protective laws may help to 
enlist the support and cooperation of these people in the prevention strategies. 
Thus, although decriminalization or the absence of law what is sought within 
the context of the proscriptive legal model, decisive and firm legal intervention 
therefore provides insight into its likely impact on broader HIV/AIDS strategies. 


The instrumental role of law 


The third model for legal intervention is the most controversial and its 
application is arguably then most problematic. Whereas the proscriptive and 
the protective models of legal intervention focus on the conduct of individuals 
or on the adjustment rights and obligations as between individuals, the third 
model envisages a legal response to HIV/AIDS that will operate on a broader 
and more far-reaching level. This is the model which suggests that the law can 
play a proactive role merely in mediating rights and obligations as between 
individuals but also seeking to change underlying values and patterns of social 
interaction that create vulnerability to the threat of HIV infection. 


An appreciation of the potential role of the law in this context requires an 
appreciation of the emerging socio-economic patterns of HIV infection during 
the 1990s. In April 1991, the World Health Organization estimated that the 
cumulative total of people infected with HIV worldwide was in the order of 8-10 
million [20]. Of this total, more than 7 million infections were estimated to 
have occurred in the developing countries of sub-Saharan Africa, the Caribbean 
and South and south East Asia (see World health Organization). Increasingly, 
it has been said, the disease is one that effects poor women of colour (see 
Carovano, K.), as race and gender patterns emerge in the demography of HIV 
infection. In the United States, for example, the incidence of new cases of HIV 
infection is affecting blacks and Hispanics disproportionately, while in some 
areas of sub-Saharan Africa, the rate of new infections is estimated to be almost 
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three times higher among women than among men(see united nations division 
for the advancement of Women). 


These patterns suggest that one of the most significant risk factors for 
HIV infection during the 1990s relates not to sexual or drug activities as such 
but rather to socio-economic dependency. Because HIV infection is preventable, 
people who have access to information and appropriate preventive measures 
and have the measure will be able to protect themselves against infection. As 
this point in the epidemic, therefore, the people who remain most vulnerable 
are those who are denied the means of protecting themselves against the risks 
of HIV because of economic need ro powerlessness to control the basis upon 
which their sexual relationships take place. t his may occur, for example, 
because a person’s sexual activity is directed by his or her need for economic 
support, because preventive measures, such as condoms, are not accessible 
and affordable, or because poor health care (in particular, inadequate treatment 
of sexually transmitted diseases) increases transmission risks. For women, it 
may occur because their sexual relationships with men are determined by 
cultural values which are beyond their control and which are often compounded 
by lack of economic independence (see United Nations Division for the 
Advancement of Women), or because of the absence of HIV prevention measures, 
such as virucide, that are exclusively within the control of women (see Stein, 
Z.) 


The challenge of HIV/AIDS policy during the 1990s it is recognize the 
need to address not only what might be called the “HIV / AIDS-specific” issues, 
such as HIV education programmes and research into new barrier methods to 
prevent HIV transmission, but also the underlying social and economic factors 
that deprive individuals of the power to protect themselves against HIV 
infection. Put in this context, the task is an enormous one and extends far 
beyond what is most commonly perceived as the scope of HIV / AIDS policy. 
Nonetheless, efforts to address the soico-economic risk factors for HIV infection 
are a critical part of an effective strategy to reduce the spread of HIV in the 
years to come. 


The changes required dramatic and clearly far transcend the law and the 
legal system. But can the law be used as an instrument to provoke or reinforce 
these changes? One could adopt a well-known legal metaphor (albeit one with 
somewhat aggressive connotations) by suggesting that, in this context, there 
is the potential to use the law as a sword rather than a mere shield. 


One must be careful about making grandiose claims as to the extent to 
which the law can be used to bring about social and economic change. By the 
same token, however, the potential of the law to complement and reinforce 
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other policy initiatives in this regard should not be overlooked, because legal 
interventions can address some of the social and economic factors that render 
particular groups of individuals susceptible to HIV infection. In many developing 
countries, for example, there exist legal regimes that entrench the economic 
dependence of women independent ownership of property or through laws which 
deny women access to certain forms of paid employment (see Longwe, S.H., et 
al). Law reform in this area could have an immediate impact on patterns of 
economic support in these countries, which in turn could assist in permitting 
access to health care and in reducing reliance upon sexual activity as a source 
of income. Similarly, laws can be enacted which require minimum levels of 
participation and representation of socially disadvantaged groups in the policy 
process, either in relation to HIV/AIDS specifically or to more general matters, 
such as economic assistance and health care. Such laws can help to ensure 
access to relevant information about HIV and, by the mere fact of participation, 
help to redress the social imbalance. 


One of the primary reasons why law reform has the potential to be effective 
in this way is that law in any form is an important expression of social and 
cultural values and can therefore be used to change these values. Where laws 
uphold certain customs or behaviours that give rise to HIV transmission risks, 
such as traditional marriage patterns in some cultures (see Longwe, Sh. H., et 
al), the abolition of these laws can provoke a questioning of the customs and 
values that underpin them. The active prohibition of certain conduct which 
may hitherto have been considered acceptable but which have been considered 
acceptable but which places individuals at risk of HIV can also be a powerful 
force for change. There is, therefore, a need to harness the symbolism of the 
law in all its manifestations proscriptive, protective, instrumental or otherwise 


and to use it to promote rather than impede the changes necessary to reduce 
the spread of HIV. 


With most policy initiatives for HIV / AIDS, it is possible to envisage legal 
intervention that could complement and reinforce the desired objective. These 
interventions will require a creative approach to the law which recognizes that 
the law can play more than just a direct proscriptive or protective role. They 
will also réquire a recognition of all the implications of a particular legal 
intervention on the direct, indirect and symbolic levels. With such an approach, 


there is a real potential to use the law proactively and constructively in the 
response to HIV / AIDS. 


Conclusions 


The three models of legal intervention that have been described illustrate 
the range of different ways in which the law can play a role in the response to 
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HIV / AIDS. All three models are potentially relevant, but it is important to 
distinguish between them in order to direct policy appropriately. 


The proscriptive and the protective roles of the law have already been 
widely utilized in legal responses to HIV/ AIDS. With the epidemic continuing 
to spread at alarming rates in many parts of the world, however, it si important 
that HIV/ AIDS policy in the 1990s explores new and creative measures for 
dealing with the challenges facing it. We must fully exploit the potential of the 
law to promote and buttress other HIV/AIDS strategies and, where necessary, 
to change the traditions and values that place people at risk of HIV infection. 
This is the most pressing and critical role for the law in HIV/AIDS policy in the 
1990s. 


2K 2K 6 2K KK 
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PART II 
HIV/AIDS: WHAT WE SHOULD KNOW? 


3. HIV/AIDS : BASIC FACTS* 


What is AIDS? 


AIDS stands for Acquired (A) Immune (I )Deficiency (D) Syndrome (S). 
The immune system defends the body against infections and diseases. AIDS is 
a medical diagnosis for a combination of symptoms which results from a 
breakdown of the immune system. The immune deficiency is caused by a 
virus. This deficiency is ‘acquired’, which means that it is obtained or received 
by a person and is something which does not ordinarily exist within one’s body. 
‘Immune deficiency means that there is a deficiency in the immune system or 
that the immune system is weakened. AIDS is a ‘Syndrome’ which means it is 
not one particular isolated disease but one which has a variety of symptoms 
leading to various disorders and a set of diseases. 


What causes AIDS? 


AIDS is caused by a virus known as Human (H) Immunodeficiency (1) 
Virus (V). HIV weakens the body’s defence system or immune system. 


What is the immune system? 


In healthy individuals, infections are kept at a distance because of an 
array of defenders which constitute the immune system in the body. The most 
important constituents of the immune system are white blood cells which are 
present in the blood. These cells fight and destroy any infection-causing bacteria 
and viruses that may enter the body, and thus protect the body against disease. 


How does HIV weaken the immune system? 


HIV directly attacks the white blood cells. It enters and stays inside the 
basic genetic material (DNA) of the cells. Then it multiplies and attacks other 
white blood cells. Slowly, the number of white blood cells in the body is reduced 
and the immune system is paralyzed. HIV remains practically immune to 


counter attacks, since it hides inside the very cells that are supposed to attack 
the viruses. 


What does HIV positive mean? 


When an individual is said to be HIV positive, it means that the person is 
infected with HIV. However, the person may not have AIDS, that is, he/she 
may not have developed the signs and symptoms of AIDS. 


* Report of UNAIDS Briefing Package, April 1999 
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What happens when a person is infected with HIV? 


When a person is infected with HIV, he/she does not show any external 
signs of the infection until the progression to AIDS which can take anything 
from six months to 10 years or more. On an average 50% of those infected 
take about 8 years to progress to AIDS. Till such time, he/she may continue to 
appear normal and healthy but can infect others. 


Does HIV positive mean a person has AIDS? 


A person infected with HIV may initially be perfectly healthy but will 
eventually develop AIDS. A person infected with HIV is said to have AIDS 
when his/her immune system is totally destroyed; he/she does nor respond to 
treatment and opportunistic infections invade his/her body. 


Can you identify an HIV positive person by looking at his/her 
face? 


It is not possible to do so. 


How long does it take for the presence of HIV to be reversed 
after the virus has entered the body? 


It takes about six weeks to three months to detect the presence of HIV 
infection in the body. 


What are the body fluids in which HIV is commonly found? 


HIV is known to be present in all the body fluids and blood. It is present 
in small (non-infective) quantities in body fluids other than semen, vaginal and 
cervical secretions. 


How does a person become infected with HIV? 


HIV is transmitted through the blood or sexual secretions (semen, vaginal 
or cervical secretions). There are four ways or routes of transmission of the 
virus: 


1. Penetrative sexual intercourse with an infected person. This is the 
commonest route of transmission. 


2. Transfusion of infected blood. The chances of getting infected are 90%. 
Infected blood directly transfers HIV into the blood stream. 


3. Use of non-sterile, HIV infected or contaminated syringes and needles. 
This is common among drug users. 
TILEM 


18 Stakeholders Consultation 


4. An infected mother to her unborn child. There is a 30% chance that the 
child will be infected. 


The most common route of HIV is through heterosexual sex. It accounts 
for nearly 80% of the world’s AIDS cases. The next important route is injecting 
drug use. 


Do all types of sexual intercourse carry the same risk of 
transmitting HIV? 


HIV can be spread through unprotected sexual intercourse. The ranking 
in order of risk is as follows: 


e Anal intercourse carries the highest risk. During such an act, the possibility 
of wear and tear is great. This provides an opportunity for the virus to 
enter the body easily. Also, the risk of condom breakage is high during 
anal sex. 


e Vaginal intercourse 
Oral intercourse has minimal risk. 


How is HIV spread from a mother (infected with HIV) to her 
unborn child? 


Babies acquire the virus from their mother while still in the uterus, most 
commonly during the last three months of pregnancy, during labour and delivery, 
or through breast milk. 


How can you not get the HIV virus? 

HIV cannot be transmitted by: 

¢ Casual contacts such as kissing, shaking hands, sharing cups etc. 

¢ Donating blood, 

e Masturbation, 

Using public toilets, swimming pools, community showers, saunas, 
Medical treatment in hospitals, in doctor’s and dental clinics and in all 


therapy situations where normal rules of hygiene and infection control are 
maintained, 


° Caring for people living with AIDS victims. 
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How can one protect oneself from AIDS? 


e Since a major route of transmission is sexual intercourse, one can protect 
oneself from HIV/AIDS in the following ways: 


e Have sexual intercourse with only one faithful, infected partner 
e Use acondom in all types of penetrative sex 


e If one uses needles, syringes or other instruments that pierce the skin, 
make sure they are sterile. 


e Make sure blood is tested before transfusion. Use blood that is certified 
anti HIV non-reactive. 


e Avoid pregnancy if infected with HIV. 
How is the presence of HIV detected? 


There are different tests to detect the presence of HIV. The ELISA test 
was till recently the simplest and least expensive. There are now easy simple 
and rapid (ESR) test such as saliva and finger prick tests which enable almost 
immediate results. All test results should be confirmed either through 3 ELISA 
tests or through the Western Blot test. 


What do the tests for detecting HIV show? 


The tests tell us whether antibodies against HIV are present in the blood 
at the time of testing. However, they cannot tell us whether the person can 
get infected or not in the future. This means that even if the test is negative, 
the person still has to take preventive measures. 


What are the limitations of these tests? 


Normally, the body requires six weeks to six months to produce antibodies 
after the entry of HIV. Therefore, if the blood is tested before antibodies has 
been formed, the test results would show a ‘false negative’, i.e. the antibodies 
are not detected. This period is called the ‘window period’. In such a case, the 
test will have to be repeated after three months to confirm the presence or 
absence of HIV. 


How did HIV originate? 


No one knows for sure about the origin of HIV. What matters is that it is 
now present in India and is fast spreading. One has to learn to protect oneself 
from HIV. 


oe ee 
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(UNAIDS DOCUMENT)* 
THE HIV-AIDS EPIDEMIC: SITUATION AT A GLANCE 


The Global Situation (1998)! 


Rapidly expanding epidemic, with every country, having new infections 


16,000 HIV infections every day. In 1998 alone. .there were nearly 6 million 
new infections. By, the end of 1998, 33.4 million people were living with 
HIV (see Attachments 1&2 : About 16,000 new HIV infections a day in 1997; 
End-1998 Global Estimates-Adults and Children.) 


Half of new infections are in young people below 25 years and 10% of the 
newly infected are under 15 years of age. 


Increasing rates of infection in women. They now represent 43% of all 
those over 15 living with HIV/AIDS. 90% of infected women currently live 
in developing countries. 


AIDS has risen to be among the five top killer diseases worldwide. 2.5 
million people died of AIDS in 1998. 


Regional Roundup 


Sub-Saharan Africa remains the worst affected. Rapidly increasing 
infections concentrated in East and Southern Africa. 


Eastern Europe saw a six-fold increase in HIV infections over the last four 
years. 


Latin America and Caribbean infections still concentrated in marginalised 
groups but not only, limited to them. 


In the Asia-Pacific Region infection rates are low but the spread is rapid, 
especially in South and East Asia. Cambodia. Mayanmar, Thailand and 
Vietnam show high levels of HIV. In Bangladesh, Pakistan and Sri Lanka, 
infection has not yet reached 1 adult in 1000. Proportionate growth rate is 
the highest in the world. especially in India and China, with over 7 million 


ec Ao 4 5 ab alee, © 
* Report of UNICEF & UNAIDS April 1999 
1 All epidemiological data in this paper is taken from UNAIDS reports unless otherwise stated. 
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already infected ill the Asia Pacific region. (See Attachment 3: Situation at 
a glance : Asia-pacific) 


India 


India has. the largest HIV positive population in the world with 4 million 
adults infected. (See Attachment 4: HIV in India 1998). 


Trend : infection is spreading from urban to rural areas and from groups 
practising risk behaviour to the general population. In 5 states. 1% of all 
pregnant women are infected.(See Attachment 5 : Adult Prevalence -HIV) 


89% of reported cases are in the sexually active and economically productive 
age group of- 18-40 years. (See Attachment 6: NACO Sentinel Surveillance 
Report.) 


As elsewhere in the world. the infection is increasing among women and 
young people. and half of these occur among young people. Estimated 25% 
of infections are currently among women with the female : male ratio of 
infection increasing sharply. 


Estimated 30,000 new born children are infected and the country could 
already have 120,000 AIDS orphans. 


75% of infections are through sexual transmission, 8% through intravenous 
drug use, another 8% through blood transfusion and blood product infusion. 


Though the percentage of Mother-to-child transmission is not known, it 
could be on the rise as indicated by increasing infection rates in pregnant 
women.(See Attachment 7: HIV prevalence in pregnant women under 20 in 
Maharashtra, India). 


The worst is yet to come., It is estimated that by the year 2000, about 1.2 % 
of the adult population could be infected. (See Attachment 8 : Projections 
HIV prevalence 2000+). 


Factors contributing to the spread of AIDS in India 


General awareness and knowledge of prevention practices is still low in 
particular among the rural population and in the most vulnerable groups. 


High prevalence of sexually transmitted diseases (STDS) and reproductive 
tract infections.(See Attachment 9: HIV seropositivity in STD clinic 
attendants). 
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Unsafe sexual behaviour, low condom use and multiple sex partners. 


Injecting drug use on the increase not only in the North East but in all 
major cities.(See Attachment 10: HIV prevalence, by quarter, among young 
drug injectors in Manipur, India). 


Gender norms leading to low social status of women, double standards of 
morality which increase risk of infections for women. 


Low levels of literacy, limited buying and negotiating power as well as 
limited or no access to supportive services for the large numbers of 
inarginalised populations such as women, marginalised populations such 
as slum dwellers, street and working children, sex workers. (For more 
information see Annex 4: Children, young people and HIV/AIDS, Annex 5: 
Women and vulnerability to HIV /AIDS). 


Population mobility is a key factor - approximately 180 million migrant 
workers, thousands of trucks drivers uniformed personnel, all mainly, men, 
are on the move in India. 


(For more information on situation in India see: Annex 1: HIV/AIDS in 


India.) 


Impact 


AIDS has sharply reduced life expectancy in the countries hardest hit (See 
Attachment 11: Life expectancy with and without HIV-1). 


AIDS may already have doubled under-five mortality rates in the worst 
affected countries.(See Attachment 12: Estimated iumpact of AIDS on under- 
5 child mortality rates selected African countries, 2010). 


Number of orphans on the increase - 8.2 million since the beginning of the 
epi ‘demic in 1986. 


Increased morbidity and mortality in young adults between 20 and 40 years 
of age may affect the growth and economic development of the country 


National health care expenditures are expected to rise due to increased 
demand for health care services as more people become ill with full blown 
AIDS. HIV infection increases the onset of opportunistic infections like TB 
adding- to the strain on the health care system. 


Poor households are the hardest hit as shown by a study in Delhi -@ as 
poverty worsens so will inequality. 
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People Living With AIDS (PLWAS) suffer profound emotional trauma, are 
ostracised and denied their basic human rights. (For more information on 
impact: see Annex 2: Impact of HIV/AIDS) 


IMPORTANT: The epidemic can be overcome through 
preventive interventions 


Collective efforts have drastically reduced HIV ices in Thailand. (See 
Attachment 13: Behavioural change, and decline in HIV / STD prevalence 
in 21-year old men in northern Thailand). 


Substantial reduction in the rate of new infections among young Ugandans 
have taken place in the last two years (See Attachment 14. Decline ii7 HIV 
prevalence in urban Uganda among pregnant women aged 15-19 years). 


Comprehensive public health STD prevention and care programme in 
Tanzania helped reduce new infections by nearly 40%. 


Calcutta’s Sonagachi project for sex workers has shown that it is possible 
to reduce the incidence of STDs and keep levels of HIV infection low (See 
Attachment 15: Prevention works..... Sex workers intervention - Sonagachi). 


Sex education introduced before onset of sexual activity has been shown to 
increase the age of first encounter and increased safer sex practices among 
the young. 


(For more information on Prevention : See Annex 3: Prevention efforts 


reduce rates of infection). 
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End-1998 Global Estimates 
Adults and children 


®@ People living with HIV/AIDS. .............ccccccsssccesesssseeees 33.4 million 
@® New HIV infections in 1998 ........... te eeceeecccececcesseceeeeees 5.8 million 
@® Deaths due to HIV/AIDS in 1998 ............ cece eeecceee eee 2.5 million 


®@ Cumulative number of deaths due to HIV/AIDS .......... 


Wiow MN 
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WO Wey 
—— Ton 
UNAIDS World Health 


Organization 


Situation at a glance: Asia Pacific 


New HIV infections in 1997 1.4 million 
— Children 53,000 
— Women 600,000 
Total number of people alive with HIV 6.2 million 
— Children 82,800 
—Women | 1.5 million 
Number of AIDS deaths in 1997 256,000 
Cumulative number of AIDS cases 870,000 
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HIV in India 1998 


® 4million adult HIV infections, largest number in the world 


— 0.5 million new infections in young people (<25 yrs) 


— 250,000 in women (app 1/min) 


Nearly 30,000 newborn infected and 20,000 die every year 
due to HIV 


140,000 Deaths every year (1 per 4 min) 


120,000 orphans due to parent(s) dying of AIDS 


(s) dying of AIDS 


Source: UNAIDS, Geneva, 1998 
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NATIONAL AIDS CONTROL ORGANISATION 
MINISTRY OF HEALTH & FAMILY WELFARE 
GOVERNMENT OF INDIA 


SURVEILLANCE FOR HIV INFECTION/AIDS CASES IN INDIA (Period of 
report - Since inception i.e. 1986 to 31st March, 1999) 


I. HIV SERO SURVEILLANCE 
Cumulative This month 


Number of persons screened 3457080 
85312 
24.68 


Number of persons sero-positive 


Sero-Positivity Rate (Per thousand) 


BREAK-UP OF SERO-POSITIVE: 


Category 


Heterosexually 
Promiscuous 


Homosexuals 


I/V Drug Users 


Antenatal mother 
Suspected ARC/AIDS 
Blood Donors 


Dialysis Patients 


Recipient of Blood 
Others (Not Specified) 
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SERO-SURVEILLANCE FOR HIV INFECTION 
Period of report upto: 31st March, 1999 (Provisional) 


No. vity Rate 
(per thousand) 
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NATIONAL AIDS CLONTROL PROGRAMME, INDIA 
AIDS Cases In India (Reported to NACO) 
(As on 31st March, 1999) 
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II AIDS Case Surveillance: 


AIDS Cases In India 7012 i | 
aca __| soem 


jisoraisi%) | 40(24.10% 


PROBABLE SOURCE OF - ec 


NO. OF CASES | PERCENTAGE 
saci Pontes — Promiscuous 75.04 


Transfusion of blood and 
Blood product 


Injectable Drug Addicts: 
Others (Not Specified) 
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Hiv Prevalence in Pregnant Women 
under 20 years old in Maharashtra, India 


4 percent HIV-positive 


February 1994 


Source: Govemment of Maharashtra, India, 1997 UNAIDS 
WAC 98 - March 1998 


Projections HIV Prevalence 2000+ 
(adults) 


1986 1988 1990 1992 1994 1996 1998 2000 
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HIV Seropositivity in STD Clinic Attendants 
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Life expectancy with and without HIV-1 
(in years) 


1990 2000 2010 
with without with without with without 


Kenya 
Zimbabwe 
South Africa 

- high 

- intermediate 


- low 


Figures given are for females 
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ANNEXURE 1: HIV/AIDS IN INDIA 
Current Situation 


From the first reported case of AIDS in May 1987, the epidemic has 
progressed rapidly. The epidemic that has emerged in India is primarily one of 
heterosexual transmission, fuelled by an active sex industry, and interacting 
with less studied patterns of bisexual or injecting behaviour. According to WHO/ 
UNAIDS estimates, India reportedly has the largest number of HIV positive 
individuals in the South and South East Asia region. Given its large and 
increasing population, India is expected to have the largest concentration of 
AIDS affected individuals in the world if the current rate of transmission 
continues. 


Shifting trends: 


India’s rural areas, home to 73% of the country’s 930 million people, were 
thought to be relatively spared by the epidemic. New studies show that at least 
in some areas, HIV has become common in villages as well as in cities. A 
recent survey of randomly selected houses in TamilNadu found that 2.1% of 
the adult population living in the countryside had HIV, as compared to 0.7% of 
the urban population. 


Until recently, it was commonly assumed that HIV infection in the world’s 
second most populous nation was concentrated among urban sex workers and 
their clients and in drug injectors living in a few states. There is now evidence 
that the virus is firmly embedded in the general population, among women 
whose only risk behaviour is having sex with their own husbands. This is 
substantiated by the last round of sentinel surveillance which shows that in at 


least five states, more than 1% of pregnant women in urban areas are now 
infected. 


Factors contributing to the spread of the epidemic 


1, Poverty and low economic status create conditions for the spread 
of HIV/AIDS: 


4 In developed and developing countries AIDS incidence is highest among 
the poor: 


¢ Those with low incomes may not be able to afford treatment for STDs or to 


buy condoms. 320 million people or 36% of the population in India live 
below the poverty line. 
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Poor families may see commercial sex as a lucrative occupation for young 
and poorly educated daughters. India has a large and thriving sex industry, 
estimated to be around 100,000 in each of the metropolitan cities. The 
majority of the sex workers due to the clandestine nature of the trade, lack 


legal provisions, suffer discrimination, and have little means of protecting 
themselves. 


The poor and uneducated in a society are more likely to contract STDs and 
other infectious diseases since they are deprived of their right to information 
on risk behaviour are too illiterate to understand prevention messages and 
have less access to quality services. The average literacy rate is India is 
43% for women and 57% for men. 


2. Untreated STDs raise the risk of HIV infection per sexual exposure 


Studies show that people with current or past STDs are 2 to 9 times more 


likely to get infected with HIV. The lesions caused by untreated ulcerative 
STDs such as herpes, syphilis and chancroid provide an easy entry for HIV. 
India has a very high prevalence of sexually transmitted diseases: 


Based on available data, it is estimated that the annual incidence of STDs 
in India might be as high as 5% of the population with over 40 million new 
infections per year. 


STD baseline surveys conducted in Madras and Jaipur, as well as among 
sex workers in Calcutta and in a rural area of Tamil Nadu, that STDs are 
clearly not an exclusively urban problem. Prevalence rates for urban 
populations range from 1.2% to 10% and for rural populations up to 7%. 


Double standards of morality and gender norms, leading to conditions 
where women are denied the same rights as men, are important factors in 
the spread of HIV/AIDS. Women have little or no control over decisions 
relating to sexuality, nor over the sexual behaviour of their male partners 
or the use of condoms for the prevention of pregnancy or STD/AIDS. A 
study in Pune, India, illustrates a situation common to many societies. Of 
a sample of nearly 400 women attending the city’s STI clinics, 93% were 
married and 91% never had sex with anyone but their husbands. All these 
women were infected with a Sexually Transmitted Infection (STI) and 13.6% 
tested positive for HIV. (For more information see: Annexure 5: Women 
and HIV / AIDS) 
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Population mobility is a key factor in the spread of HIV in India. There 
are over 180 million migrant workers in India, many of whom are single 
men or who live apart from their wives and families. Members of the armed 
forces and long route truck drivers away from home are more likely to 
have unsafe sex. It is this High mobility of the male population that has 
brought the virus to the aerial areas. The migrant men comprise 30-40% of 
the population of large cities. where the also account for much of the clientele 
of the ‘red light’ areas. In a study of 5722 male truck drivers in Assam, 82% 
of the men reported regular sex with CSWs along the national highways; 
none of the men used condoms regularly; 15% reported a history of sex 
with men; 36% had been treated for an STD; 40% used cannabis and 2.4% 
had injected heroin. 


Economic growth has led to rapid urbanisation which in turn has 
resulted in large slum populations and an increase in categories of 
unorganised labour such as construction workers, casual landless labourers 
and child workers. In 1996, some 100 million people were estimated to be 
living in urban slums, a figure that is expected to rise to 110 million in 
2001. Two-thirds of these are children, youth and women who are less 
literate, lack basic knowledge of safe health practices, and have little or no 
access to information, or health and other supportive services. Poverty, 
ignorance and violation of basic rights in these areas creates the conditions 
which facilitate the spread of HIV. 


Sexual behaviour and the reluctance to discuss sex and sexuality 
affects the probability of transmission: 


Behavioural studies conducted by NACO showed that sexual risk behaviour 
is well established in India. Unprotected sex and a high rate of partner 


exchange through casual and commercial sex is prevalent which increases 
risk of infection. 


A 1995 study by NACO revealed that knowledge of prevention practices is 
low especially in the rural areas and where knowledge levels are high as ill 
some of the major cities. misconceptions have still riot been dispelled. Itis 


also important to note that more than 90% of those infected are unaware of 
their HIV status. 


Condom use is low. Constraints, independent of each other, such as the 
belief that condom use leads to loss of pleasure, cultural sensitivity, 
association with birth control , powerlessness of women and lack of assurance 


of quality, have all led to low condom use especially with non-regular 
partners. 
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Reluctance to address sex and sex-related issues, and the denial of the 
existence of risk behaviour, in particular among young people. In general 
the topic of sex; is taboo and is closely linked to morals and promiscuity. 
Homosexuality is also a morally proscribed behaviour, forcing those men 
who have sex with men underground. All this leads to inadequate policy 
support for sex education in schools and for-out-of school youth as well as 
to a denial of the right to information and services. 


Injecting drug use (IDU) is potentially a major route for HIV transmission 
as evidenced by the extremely high prevalence rates in Manipur, Mizoram 
and Nagaland where some sites have reported prevalence as high as 85.6 
%. The pattern of sexual networking and sexual mixing of injecting drug 
users- many select sexual partners from similar networks ie, people who 
shared needles, traded sex for money increases the infection rates among 
them. 


The five city survey, conducted by the NGO SHARAN in 1997-98 indicates 


that: 


In the last few years, injecting drug use (IDU) has become more visible 


and the numbers of IDUs are increasing. 


A large majority, are from the poorer sections of society. 
Most IDUs are sexually active, but intercourse is mainly, unprotected. 


Even though needles/syringes were found to be freely available ill 
pharmacies these were not procured by IDUS. 


The sharing of injecting equipment was high in spite of the IDUs having 
some knowledge of the consequences like AIDS, abscesses etc. 


It must be added that injecting drug use is a legal offence and this drives 


users underground. preventing them from accessing information and support 
services for protection from infection. 


8. 


India has a large population of young people, about 400 million below 
the age of 18. Studies and field experience provide evidence of early onset 
of sexual activity and low levels of awareness among young people. There 
is also a comparatively large population of children living in difficult 
circumstances such as street children and child labourers, many of whom 
are vulnerable to sexual abuse. As the epidemic matures, there is an 
increasing pool of potential sexual partners who are already, infected. This 
is true for both young men, who in many countries tend to have their first 
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sexual encounters with sex workers, and for young women who tend to 
have sex with older men. 


Young people can also be made more vulnerable to HIV by certain taboos, 
ideologies and social norms. This is particularly the case where voting people 
are denied knowledge and skills on sexual and reproductive matters, barred 
from reproductive health services including HIV prevention and STD care 
and counseling and ostracized if attracted by the same sex. Adolescents 
are generally left alone to deal with the biological and social transformation 
of adolescence, often with no caring adults to talk to. (For more information 
see: Annexure 4-: Children Youth and HIV/AIDS) 


Discrimination and curtailing of human rights of women and children, 
of marginalised populations such as commercial sex workers, and men who 
have sex with men have resulted in their lack of access to information and 
acceptable services. This can also heighten the risk of infection and the 
further spread of the virus. (For more information see: Annexure 7: HIV/ 
AIDS and Human Rights). 


Contaminated blood is also an important source of HIV infection. Of the 
nearly 2 million bottles of blood that are transfused every year in India, 
more than half reportedly were supplied by people who sell their blood. 
Although the Government has made HIV screening mandatory, not all 
blood banks comply. The main issue is one of supply - the demand exceeds 
the supply and currently, only 60% of the demand is being met which has 
implications for HIV transmission. 


Challenges ahead for prevention and care in India 


The major challenge will be to reach large numbers of vulnerable 


populations, in particular in the rural areas. Specific challenges include: 


Taking action from project scale best practices to large-scale programmes. 
Strengthening state level capacity in all aspects of programming. 


Creating a wide network of voluntary counselling and testing centers to 


make infected persons aware of their status in a supportive and conducive 
environment. 


Care and support for large numbers of people living with AIDS 


Ensure sustainability and multi-sectoral ownership by integrating the HIV/ 
AIDS prevention and care programme into the development agenda. 
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e Preventing paediatric transmission and providing care for affected children. 


e Ensuring that prevention and care take place within a human rights 
framework. 
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ANNEXURE 2: IMPACT OF THE HIV/AIDS EPIDEMIC 


Though the long-term implications of HIV/AIDS are only just being 
recognised, it is clear that it will have a multiplier effect that will leave a 
profound impact not only on individuals, households and communities, but 
also on life expectancy, per capita income, school enrolments and health. In 
India, the impact is still not visible. Studies in Africa show that impact is clearly 
evident only two decades after the onset of the epedemic in a country. 


1. The demographic consequences of HIV/AIDS 


e AIDS will not stop population growth but the rate may slow down, which 
could result over time in smaller populations. For example in Zambia, the 
population is predicted to be 7% smaller in 2005 than it would have been 
without HIV/AIDS. 


e Thestructure of the population may alter due to increased mortality in the 
20-40 year age group. Gender ratios may shift in some age groups because 
of higher infection rates and mortiality in women. 


e AIDS has sharply reduced life expectancy in some countries, eg. life 
expectations in Burkina Faso has been reduced by 11 years and in Zimbabwe 
by 22.2 years. 


e As the epidemic progresses, HIV will account for a greatly increased share 
of total deaths from infectious diseases in developing countries. In 1990 it 
accounted for 2.0% of all infectious diseases deaths, in 2020, it is estimated 
to account for 13.6%. In Africa HIV/AIDS will account for about one-third of 
infectious diseases deaths. 


e In 2010, AIDS may increase the infant mortality rate by 75% and under- 
five mortality rate by 100% in worst affected regions. 


¢ Most women will complete their child bearing before falling ill so the number 
of orphans will rise. 


2. The economic effects 


Macro-economic impact is uncertain - HIV might reduce the rate of economic 
growth 


It will reverse hard-won gains in development. The increased mortality in 


the 20-40 year age group will reduce the working population, which 
contributes to the nation’s growth and economic development. 
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There could be productivity loss due morbidity and premature mortality of 
People Living with AIDS (PLWA) and due to time spent by care givers of 
these patients. In addition there is the loss due to chance in the skilled 
work force and the expenditure incurred in re-training the new work force. 


A recent study on the economic consequences of HIV/AIDS in India shows 
that AIDS imposes a major burden on the economic front especially when 
costs of treatment of PLWAs, prevention programmes, and labour costs 
are also take into account. 


A study on AIDS and industry showed that AIDS will have direct effects on 
productivity, increasing absenteeism, leave and medical care. 


Educational staff at all levels will probably experience levels of illness and 
death as the general population thereby affecting the provision and quality 
of education. 


3. Impact on children 


Increase in the number of children who lose one or both parents. Illness or 
death of parents or guardians robs a child of emotional and physical support 
and this is likely to be worse in poor households 


Very young orphans whose mothers are infected or die of AIDS have a 
higher mortality rate than other orphans because roughly one-third of them 
are themselves infected at or around the time of birth 


The fear, discrimination, ignorance and social stigma associated with AIDS 
leave affected children completely isolated 


Orphans especially disadvantaged in terms of school enrollment due to 
reduced ability of families to pay fees; are withdrawn from school to earn, 
help in family chores or care for ailing family members as indicated in data 
from seven African countries, Haiti and Brazil. 


Child malnutrition is one of the most severe and lasting consequences of 
death of the adult earner through reduced household income, resulting in 
reduced food expenditure and consequently a drop in food consumption. 
Studies in poorer households in Kagera showed that stunting among 
children under 5 is substantially higher for orphans (51%) than for children 
whose parents are alive (39%). Childhood malnutrition can impede 
intellectual development and thus reduce productivity in the long run. 
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4, Impact on families and the household 


Death of prime age adult earner leads not only to profound emotional loss, 
but also medical and funeral expenses in addition to loss of income. 


If both parents die from AIDS, household composition and roles may change 
and in some cases leads to the dissolution of households - grandparents 
are left to raise young children or dependent children are sent away, as 
experienced in the Kagera district, Tanzania. 


A household with an infected member will find that expenditure increases 
as the person requires medical care, special diet etc. AIDS places new, 
often unaffordable demands on resources and time which could have been 
spent on income-generating activities. 


In poorer households death of the prime carrier results in a drop in food 
expenditure and consumption as shown in Kagera households where per 
capita consumption fell by 15%. 


Low income households are more adversely affected by an AIDS death 
which in tend to worsen poverty and increase inequality .In Delhi, India, a 
study conducted using major illness ad death as a proxy for AIDS -related 
morbidity and mortality revealed that the household expenditure on health 
care in India is four to five times the level of state expenditure on the 
same. 


Women as the prime care givers in a family, are likely to be worst affected. 
A Mumbai-based study of the household and community responses to 
AIDS reveals that the household responses were more supportive in the 
case of HIV positive males than females. 


The psychological trauma experienced by PLWAs is incalculable. Denied 
their basic rights, the social stigma and ostracisation of these families by 


the community further exacerbates their economic hardships, leading to 
increasing poverty. 


The most devastating impact is the discrimination and refection suffered 


at the hands of the health care professionals and hospitals who deny people 
Living with AIDS treatment and care. 


. Impact of HIV/AIDS on the health sector 


AIDS will increase demand for health care and at the same time reduce 
supply which has two related impacts: Health care becomes more scarce 
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and thus more expensive, and secondly, national health care expenditure 
rises. 


¢ Several studies suggest that adults with AIDS use more health care prior 
to death than those who die of other causes. In severely affected countries, 
HIV infected make up large percentage of patients in the hospital. In Chiang 
Mai, Thailand, 50% of the beds are occupied by HIV+patients. Data from 
Kenyatta hospital, Nairobi, on admissions and mortality, suggest that the 
increased need to care for the people with HIV has squeezed out some HIV 
negative people who would otherwise Have received care. 


e HIV/AIDS greatly increases cost since it requires additional safety measures 
for medical procedures and for blood screening to maintain the quality of 
care and to prevent infection. 


¢ HIV infection will increase the onset of opportunistic infections like TB, 
one of the leading causes of adult death in the region. Studies indicate that 
60% of AIDS cases in India manifest themselves as TB cases. These 
increased levels of TB will sharply increase the medical expenses of the 
individuals and families affected, and that of health care increased medical 
expenditure strains the already fragile and overburdened health care system. 


e The world bank estimates that if India maintains its current level of health 
care subsides at 21% of total health care expenditure, a severe AIDS epidemic 
would increase government health care expenditure by about $2 billion per 
year by 2010. if subsidies are increased by 50% level, the same size epidemic 
would increase annul government health by an additional $30 billion 
expenditure. 


ANNEXURE 3: PREVENTION REDUCES RATES OF INFECTION 


1. The Project in Sonagachi, Calcutta, India shows how workers, some as 
young as 13 years old, learn to protect themselves against HIV/STDs when 
empowered with knowledge, skills and supportive services. Condom 
promotion, accompanied by STD care and an effort to build preventive skills, 
resulted in a drop in STD cased from 80.6% to 59.3%. HIV prevalence 
remained at virtually the same level. Girls mostly enter the sex trade 
because they lack the education and skills for alternative employment. 
The Sonagachi project has responded to the sex worker’s expressed need 
for literacy, other kinds of education and skills training. To promote further 
empowerment, the project has assisted them in forming a collective through 
which they protect themselves from violence and harassment, leading to 
greater self respect and dignity. 
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In arandomized study in Mwanza, Tanzania, a near 40% reduction in new 
HIV infections was achieved through the implementation of a comprehensive 
public health STD prevention and care programme. 


Recent trends in HIV infection in women attending several antenatal clinics 
in Uganda show significant declines in HIV prevalence. Between 1990 
and 1993 and 1994-1995, HIV prevalence in pregnant women at sentinel 
sites decreased 29% overall. Even more encouraging, prevalence diminished 
by 35% in young women aged 15-19 and 20-24. Since infection levels in 
these young age groups reflect more recent patterns, these data suggest 
that there has been a substantial reduction in the rate of new infections 
among young Ugandans over time. Judging from surveys of such 
populations, behaviour change may account for the reported declines. 


In Thailand, AIDS was made a national concern, by widely publicizing the 
results of a national survey that the country was heading for a major 
epidemic. The Thai government by integrating AIDS into other sectors 
such as the Ministry of the Interior, Ministry of Education, Office of the 
Prime Minister, Ministries of Health and Defence ensured that prevention 
of HIV infection is a collective effort. There are indications that these 
efforts are taking effect. HIV prevalence in military conscripts dropped 
from 3.6% in 1993 to 2.5% in 1995. In national surveys conducted in 1990 
and 1993, the percentage of men visiting sex workers declined from 22% to 
10%. Condom use in commercial sex transactions is now the norm. Rates 
of STIs and HIV among men aged less than 21 were dramatically lower 
than recorded in 1991. 


Prevention works with young people: There is compelling evidence 
that sex education reduces sexual risk taking behaviour. Young people in 
Uganda are increasingly abstaining from sex in the face of HIV. In 1995 
over half of men and 46% of women aged 15-19 said that they never had 
sex, a rise of 75% since 1989 for both sexes. 19 studies conducted all over 
the world in different cultures examined the age of first sexual intercourse. 
The findings confirmed low levels of sexual activity among students who 
had been exposed to sex education and found that sex education either 
delayed the onset of sexual activity or reduced its overall frequency and 
increased the adoption of safer practices by sexually active youth. 


More options are available now through the development of 
new tools: 


The female condom which enables women to have a choice. It is being 
made available through price negotiations. In India, pilot studies in 
acceptability and availability are being conducted by NGOs. 
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e The regimen of antretrovirals, a short one which is less expensive reduces 
mother to child transmission as shown in studies in Thailand. (For more 
information see: Annexure 6: Mother to Child Transmission of HIV). 


ANNEXURE 4: CHILDREN, YOUNG PEOPLE AND HIV / AIDS 
Facts and figures: 


e Half of all new infections globally are in young people below 25 years. 


e According to UNAIDS estimates, more than 3 million children and young 
people worldwide became infected with HIV in 1998. This included almost 
590,000 children under 15 and over 2.5 million 15-24 year olds. 


e During 1998, more than 8500 children and young people became infected 
with HIV each day - six every minute. 


e Close to 700,000 young people get infected with HIV every year in Asia and 
the Pacific. 


e In India, current available data, limited as they are, indicate that youth 
will increasingly be at the centre of the epidemic both in terms of 
transmission and impact. 


Children and youth in all socio-economic groups in India are especially 
vulnerable to HIV infection as indicated by key findings of recent studies: 


1 Adolescents are sexually active before marriage and outside 
of marriage, more than was previously thought, and boys 
are more sexually active than girls. 


e On the basis of eight independent studies conducted across India, it was 
found that one out of 10 boys below 16 years has had sexual experiences. 


e A study of unmarried urban college students of low socio-economic status 
in Mumbai revealed that 26.4% of boys had engaged in premarital sex as 
has 3% of the girls, 


e Inrural Maharashtra, a study done among married adolescents reported 
48% of boys and 8% of girls as having premarital sex, 


e A recent survey by a marketing and research group in 5 Mumbai schools 
found that out of 430 students, at least 13% between the ages of 12 and 15 
had sexual experiences. Of these, 75% had more than one partner. 
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The prevalence of Reproductive Tract Infection (RTIs) and 
gynaecological morbidities was alarmingly high 


Up north in Chandigarh, an opinion poll of 100 teenagers aged between 14 
and 16 revealed that 38% of boys and 27% of girls had experimented with 
sex. Close to 10% of them had sexually transmitted diseases. 


In the study done in rural Maharashtra, it was found that one in every two 
women was infected with RTIs. 


A study conducted in Ahmednagar, Maharashtra, found that 51% of 
adolescents reported at least one type of gynaecological morbidity such as 
menstrual problems and prolapsed uterus. 


Adolescents, both boys and girls, have very little information 
on sex and HIV/AIDS prevention. Girls have almost no 
information, and boys have misinformation. 


A 1993-94 study of urban educated youth revealed that close to 40% of girls 
were unaware that condom use could prevent transmission of HIV and 
STDs, and almost 50% of youth were unaware of infected needles as a 
mode of HIV transmission. 


Most young people start experimenting with sex earlier than believed and 
without understanding concepts like safe sex, contraception and other health 
issues. Many of the adolescents knew something about AIDS, but it was 
not useful information as they had not context to place it in. This has 
serious implications for reproductive health because lack of information 
can result in unintended pregnancies, STDs or HIV. 


Sex education is not widely available to children and is still an issue despite 


findings to the contrary that sex education delays onset of sexual activity 
and promotes safer sex. 


Underlying all the above findings is a lack of power and participation 


in decision making by adolescents, particularly among girls, and 
even more so among unmarried girls. 


Existing reproductive health services do not serve 
adolescents - and there is an under-utilization of services 
by adolescents for gynaecological conditions such as RTIs. 


Data from a recent study in Maharashtra showed that 82% of married 
adolescent women did not use health services for post-natal care, and d51% 
did not use services for gynaecological problems. 
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Findings of research study by the NGO Butterflies revealed that a large 
number of street children had genital lesions, suggestions of secondary 


syphilis. One out of ten tested positive on a VDRL test. None went for 
proper medical treatment. 


. Street children and child labourers are particularly 
vulnerable due to high incidence of sexual abuse and 
exploitation. All these children have little or no family 
support, no access to services without the welfare and social 
safely nets of the organized sector. 


There are an estimated 100,000 street children in the metropolitan cities 
like Bombay, Delhi and Calcutta, and the numbers are increasing due to 
rapid urbanization. 


Street children are especially vulnerable to HIV infection due to lack of 
awareness and an absence of safety nets. Many of them, as young as 8, 
report having sex for companionship or as being victims of regular sexual 
abuse. Some are forced into prostitution as a means of survival. 


It is estimated that 60-90 % street children in Mumbai are sexually active. 
About 20% of street boys in the 16-20 age group visit commercial sex workers 
regularly and 80% periodically. A study conducted in the slums in Chennai 
found that 80% of youth engaged in pre-marital sex; 85% of the same group 
reported never using condoms. 


Government of India admits to 17.5 million children in the 5-14 age group 
as being in the labour force. Other estimates range from 40-100 million. 
The most exploitative forms of child labour include child prostitution, forced 
and bonded labour. These child labourers work and some live in conditions 
of extreme marginalisation and fall prey to sexual exploitation increasing 
their vulnerability to HIV/AIDS. In this context, the situation of the girl 
child labourer cells for particular attention. 


Life on the street for the girl child is twice as oppressive and exploitative 
than that of a boy. Girl children as young as nine and ten are forced into 
consuming drugs and then sexually abused. 


Child prosecution, child trafficking and sexual abuse 
leading to forced and coerced sex increase the vulnerability 
of children to HIV: 


A 1990 study conducted by the Central Social Welfare Board in six metros 
reported that roughly 40% of the total commercial sex worker population 
is below 18 years of age, many of them as young as 8 or 9 years. 
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Every year, about 50,000 more are forced into prostitution. The average 
age of children in brothels is as low as 13. Commercial child prostitutes 
increase at the rate of 8-10% a year. 


At least four hundred thousand are estimated to be minors, of which 20,000 
are annually trafficked into India from Nepal. 


The children of sex workers numbering about 53 lakhs nationwide are an 
especially vulnerable group since they fall easy victims of the sex trade. 


Recent studies indicates that the incidence of rape in the under-10 age 
group has increased by 84% between 1990 and 1994, while the general 
incidence of reported rape in all age groups has increased from 20,194 in 
1990 to 21,500 as of October 1995.these figures represent only the tip of the 
iceberg. 


A study in 1993 estimates that 15% of secondary school girls have been 
sexually abused. The Social welfare Board reports increased molestation, 
rape, sexual abuse of progressively younger children more within the family 
than outside. 


Increasingly, adult males are targeting younger children for sex in the 
belief that they are free from HIV and STDs or that sex with a virgin will 
increase their virility or cure them of STIs. 


In Many Countries Children Resort to Drug use for 
Recreational Purposes. 


According to the UNDCP report, majority of the drug users are in the age 
group of 16 to 30 years. Drug use increases the potential of engaging in 
risk taking behaviour and consequently increase their vulnerability, to HIV 
infection. There is little or no use of condoms among drug users. 


The UNDCP reports of a close relationship between living on the street 
and use of drugs 


. Mother-to-Child Transmission: 


The rising prevalence of HIV among women attending antenatal clinics 


increases the probability of more children being boric with HIV. Almost 4.5% 
of women attending antenatal clinics in Mumbai were tested positive. It is 


estimated that at the end of 1997, 30,000 newborns in India were infected and 
20,000 have died from their infection. 
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Impact of HIV/AIDS on Children 


e Increase in the number of children who lose one or both parents. Illness or 
death of parents or guardians robs a child of emotional and physical support 
and this is likely to be worse in poor households. 


e Very young orphans whose mothers are infected or die of AIDS have a 
higher mortality rate than other orphans because roughly one-third of them 
are themselves infected at or around the time of birth. 


e The fear, discrimination, ignorance and social stigma associated with AIDS 
leave affected children completely isolated. 


e Orphans especially disadvantaged in terms of school enrollment due to 
reduced ability of families to pay fees; are withdrawn from school to earn, 
help in family chores or care for ailing family members as indicated in data 
from seven African countries, Haiti and Brazil. 


e Child malnutrition is one of the most severe and lasting consequences of 
death of the adult earner through reduced household income, resulting in 
reduced food expenditure and consequently a drop in food consumption. 
Studies in poorer households in Kagera showed that stunting among children 
under 5 is substantially higher for orphans (51%) than for children whose 
parents are alive(39%).Childhood malnutrition can impede intellectual 
development and thus reduce productivity in the long run. 


The Rights of the Child in a World with AIDS 


The United Nations Convention on the Rights of the Child (CRC) drafted 
in 1989 is a global covenant on the rights of children. It holds countries morally 
and ethically bound to honour the rights of children as outlined by the 
Convention - including protection from HIV/AIDS - and to take concrete steps 
to ensure their implementation. All but two countries in the world are 
signatories to this landmark covenant. The Government of India acceded to 
this Convention in 1992. 


In the context of HIV/AIDS, the CRC has spelt out principles for reducing 
children’s vulnerability to Infection and to protect them from discrimination 
because of their real or perceived HIV/AIDS status: 


e Children should have access to HIV/AIDS prevention education, information 
and to the means of prevention. Measures should be taken to remove social, 
cultural, political or religious barriers that block children’s access to these. 
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Children’s right to confidentiality and privacy in regard to their HIV status 
should be recognized. This includes the recognition that HIV testing should 
be voluntary and done with the informed consent of the person involved 
which should be obtained in the context of pre-test counseling. Ifthe child’s 
legal guardians are involved, they should pay due regard to the child’s 
view. 


All children should receive adequate care and treatment for HIV/AIDS, 
including those children for whom this may require additional costs because 
of their circumstances, such as orphans. States should include HIV/AIDS 
as a disability, if disability laws exist to strengthen the protection of people 
living with HIV/AIDS against discrimination 


Children should have access to HIV/AIDS prevention education and 
information both in school and out of school, irrespective of their HIV/ 
AIDS status. 


No discrimination should be suffered by children in leisure, recreational, 
sport and cultural activities because of their HIV/AIDS status. 


Special measures should be taken by Government to minimise and prevent 
the impact of HIV/AIDS caused by trafficking, forced prostitution, sexual 
exploitation. inability to negotiate safe sex, sexual abuse, use of injecting 
drugs and harmful traditional practices. 


Challenges ahead for the reduction of children’s and young 
people’s vulnerability to HIV: 


Al 


The most important challenge in India would be to reach the large majority 


of young people outside the school system who are part of the unorganised 
and informal labour force; 


To implement youth-centered programmes for the prevention of not only 
HIV/AIDS but to promote general development of young people through 


the total participation of young people themselves in every stage of 
programming. 


Upscale current best practices eg School -based HIV/AIDS education already 
implemented in several schools. the UTA programme in colleges. These 
need to be scaled up to increase the extent of coverage. 


Reorientation and strengthening of existing services to become ‘youth 


friendly’ services to ensure accessibility and acceptability to young people 
and children. 
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Promotion and development of policies that ensure that the ri ghts of young 
people are respected, protected and fulfilled. 


Ensuring care and support of orphans and young people living with HIV/ 
AIDS 


ANNEXURE 5: WOMEN AND HIV/AIDS 


Facts and Figures 


Increasing rates of infection in women in developed and developing 


countries alike: 


Globally, women now account for 43% of the estimated 33 million people 
living with AIDS. 


In France, women’s share of reported AIDS cases increased from 12 % in 
1985 to 20% ten years later. 


In Brazil, the proportion of women infected rose from just 1% in 1984 to 


_ 25% ten years later. Today, they account for one-fourth of all those infected. 


In Africa, the risk for girls aged 15-24 is two to one, compared to boys, in 
countries where the majority of infections are among the young. In sub- 
Saharan Africa, infected women now outnumber men six to five. 


In western Kenya, almost one in four girls between 15 and 19 is living with 
HIV, as compared to only one in 25 boys in the same age group. 


In Zambia, 16 times as many girls are infected as boys. 


In India the ratio is still 4:1 but there is evidence that rates of infection in 
women are increasing since mid-1990. More and more women attending 
antenatal clinics are testing positive. More than 1% of pregnant women in 
some cities are now HIV positive. } 


Risks and Vulnerabilities Associated with being Female 


Physiological vulnerability. 


For women, risk of HIV infection during unprotected sex is two to four 
times that of men. Semen has higher concentrations of virus than the 
vaginal secretions of women, 


Male to female transmission is more efficient because of the bigger surface 
area of mucous membrane that is exposed to the partner’s sexual secretion 
in the vagina and on the cervix through which the virus may pass. 
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Adolescent girls are at even greater risk because the immature genital 
tract and scant vaginal secretions are less of a barrier to HIV. 


As with HIV, women often acquire STDs at an earlier age than men. 
Gonorrhea and syphilis are asymptomatic 50-80% of women as against less 
than 10% of men. In women they often go untreated. In India, reproductive 
tract infections and STIs in women have remained a neglected health issue. 
Bang and Bang’s 1989 study in a village in Maharashtra showed that 92% of 
women examined had RTI and only 7.8% had ever sought treatment. More 
recent evidence from population based studies suggest that rates of RT1s/ 
STDs among women are as high as 20-30% in some parts of the country. 
This problem is further complicated by neglect and limited access to health 
care and opportunities to be informed about the functicning of their bodies, 
sexuality and health. 


Women are more likely to suffer from anemia and might require blood 
transfusions more than men. 


Gender-related vulnerability and obstacles to prevention and 
coping: 


Girls face discrimination - have less access to education, information and 
skills training than boys which handicaps them for life. 73 million girls 
worldwide are denied the right to education and the right to participate in 
their societies as equal to men. In India, 60 per cent of the 110 million 
school dropouts are girls. According to the Human Development Report 
1998, an average of 57% of India women are illiterate. 


As adults they have limited opportunity for employment, often no right to 
work or to own or inherit land and property in their own names. In extreme 
cases, where women lack alternative work opportunities they may be induced 
to turn to prostitution. Therefore the number of sexual partners a women 
has and the decision to practice safer sex is frequently determined by her 
low economic status. A study conducted in Thailand showed that female 


prostitutes who were in debt to their employers were three times more 
likely to be infected. 


Global data indicates that over 60% of women live below the poverty line. 
No data are available in India but NGOs with field experience report that 


the percentage of women below the poverty line most probably exceeds 
that of men in both urban and rural areas. 
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Socio-cultural factors which allow little or no control over 
sexual relations within and outside marriage: 


It is considered indecent for a woman to take the initiative in sexual 
encounters - therefore they are inhibited from seeking out information on 
HIV or buying condom. 


Many women dare not bring up the subject of safe sex even with regular 
partners for fear of violence or rejection. 


Infidelity in women is strictly censored but they are expected to tolerate 
infidelity in men 


Men seek out ever younger female partners in the belief that they are 
least likely to be infected - this is most risky as a group more likely to have 
HIV already (older men) transmits the virus to a group with low levels of 
infection (young girls). 


In India, women’s social status depends on bearing children. Safer sex. in 
particular, the use of a condom is incompatible with pregnancy. 


Violence and rape 


Increased violence against women, specially rape, is a risk factor. Women 
and girls who are raped may contract life-threatening sexually transmitted 
diseases, including infection with HIV. If a woman is a reluctant partner, 
the risk of damage to the genital mucosa is great, thereby increasing risk 
of HIV infection. Research confirms that non-consensual sex is a pervasive 
reality in women’s lives. 


Thousands of girls and women are sold into marriage, prostitution and 
slavery every year. Girls in prostitution may lack knowledge about HIV or 
of how to protect themselves. Even if well informed, they may find it hard 
to insist, on safer sex for fear of violence or loss of business. 


Findings of a study, by the NGO Sakshi, shows that 60% of 13 -15 year olds 
in schools have been victims of sexual abuse, 40% within the family and 
25% are victims of serious abuse such as rape. 


Challenges ahead for the reduction of girls and women’s 
vulnerability are to: 


1. Improve access to information, education and skills regarding HIV/AIDS, 


sexuality, reproduction, 
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2. Provide services and technologies to reduce women’s individual risk and 
improve women’s access to them, 


3. Improve understanding of how gender influences men’s knowledge, attitudes 
and sexual behaviour, 


4. Design and implement prevention programmes that more effectively 
address the gender-related factors that influence personal and societal 
vulnerability to HIV, 


5. Advocate for and provide more resources for gender-sensitive care and 
support, 


6. Advocate for laws and policies against gender-related discrimination sexual 
abuse 


7. and for public commitment to gender and to a participatory approach to 
developing mechanisms for addressing gender, and the incorporation of 
gender across programmes 


ANNEXURE 6: MOTHER-TO-CHILD TRANSMISSION (MTCT) 
OF HIV 


In a growing number of countries, HIV has already become the single 
greatest cause of child death. Since the beginning of the epidemic, about three 
million children have died of AIDS. In India, it is estimated that about 30,000 
children are born infected and 20,000 die every year from AIDS. Babies acquire 
the virus from their mothers either while still in the uterus, most commonly 


during the last three months of pregnancy, during labour and delivery, or 
through breast milk. 


Factors increasing the risk of transmission 


; The risk of MTCT, including transmission through breast milk, is increased 
y: 


® recent infection with HIV - a woman who has been infected with HIV 
during pregnancy or while breastfeeding is more likely to transmit the 
virus to her infant. Unprotected sex during pregnancy and lactation not 


only places a woman herself at risk of HIV but also increases the risk to 
her infant, 


the progression to AIDS - a woman is more likely to transmit HIV 
infection to her infant when she develops AIDS, 
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infection with certain sexuality transmitted diseases (STDs) - 


maternal STD infection during, pregnancy may increase the risk of 
transmission to the unborn child, 


vitamin A deficiency - the risk of MTCT appears to be greater if an HIV 
positive woman is deficient in vitamin A, and increases with the severity of 
her deficiency 


breast conditions - cracked or bleeding nipples, or breast abscesses, may 
increase the risk of HIV transmission through breastfeeding, 


duration of breastfeeding - an infant continues to be exposed to the risk 
of HIV transmission for as long as he or she is breastfed. The longer the 
duration of breastfeeding, the longer the infant is exposed to the risk of 
HIV infection. 


Strategies to prevent and reduce MTCT 


Specific measures to prevent HIV infection in women and their partners 


include: 


= 


andl 


pie 
pte 
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Prevention education and counselling to children and youth especially girls. 
Providing information about transmission of HIV and STDs. 

Promoting safer sex and making condoms widely available. 

Providing early detection and appropriate treatment of STDs. 


Ensuring the safety of medical procedures such as blood transfusion and 
ensuring that universal precautions are implemented in all health facilities. 


Accessibility to acceptable voluntary counselling and testing and other 
supportive services 


Proven strategies to reduce or prevent MTCT when a woman is 
known to be infected with HIV include: 


p> 


= 


Counselling of HIV positive mother in early pregnancy including offer of 
termination of pregnancy. 


Anti-retroviral therapy. Results from a recent study in Thailand showed 
that a shorter regimen, where AZT is given orally during the last four 
weeks of pregnancy and during labour reduced MTCT by 50 per cent. None 
of the infants were breast-fed. 
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e Restricting the use of invasive obstetric procedures such as artificial rupture 
of membranes and episotomy to reduce the exposure of the infant to the 
blood of an infected mother. 


e Replacement feeding for the infant. 


Strategies which may potentially reduce MTCT, but where 
further studies are needed, include: 


e Vitamin A supplementation during pregnancy. 

e Cleansing of the birth canal with a microbicide during labour and delivery. 
e Detection and treatment of STDs. 

The breast-feeding dilemma 


In populations where breast-feeding is the norm, infected breast milk 
may account for up to one-third of all cases of MTCT. 


For mothers in developing countries, this risk poses an agonising dilemma: 


e Artificial feeding may help avoid passing on HIV to the infant, but where 
the water supply is unsafe, the child may be exposed to other deadly diseases. 


e Another formidable obstacle is cost. For eg, a year’s supply of artificial 
milk for an infant will cost a Vietnamese family more than the country’s 
per capita annual income. 


e Prolonged breast-feeding has a naturally contraceptive effect, and a woman 
who does not breast-feed may become pregnant again. 


e Ifbottle feeding becomes a badge of HIV status, a woman who decides not 
to breast feed may risk loss of confidentiality and social rejection. 


However, drafting proper guidelines on breast-feeding for HIV positive 
mothers has proved difficult. Most mothers do not know their HIV status. It 
becomes inadvisable to promote bottle-feeding in such a situation. It is still not 
possible to compare the risk of HIV acquisition from breast-feeding with the 


risk of infant and child morbidity and mortality from unsafe artificial feeding in 
various settings. 


UNAIDS guidelines: 


e Supports breast-feeding as the best method of feeding only for infants whose 
mothers do not know their HIV status. 
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Mothers who decide not to breast-feed must be ensured access to safe and 
sufficient quantities of nutritionally adequate breast milk substitutes. 


Priority should be given to primary prevention: improve access to antenatal 


services and voluntary, confidential HIV Counselling and testing for pregnant 
women. 


ANNEXURE 7: HIV/AIDS AND HUMAN RIGHTS 


HIV/AIDS has brought in its wake blatant violation of the rights of people 


in both developed as well as in developing countries. The key rights to 
information, education, health and non-discrimination are among the first to 
be violated in the panic surrounding a growing HIV infection rate. Respect for 
human rights is necessary to protect public health. Likewise it has been 
recognized that protection of human rights is essential for preventing the spread 
of HIV and for ensuring care and support to People Living with AIDS. Human 
rights abuses in the context of HIV/AIDS include: 


Calls for mandatory testing by persons who mistakenly believe that it can 
contribute to public health. There is no public health reason for requiring 
testing, besides it is too expensive. The knowledge gained is outdated in 
six months. There is a period when a person may be infected but not test 
positive. 


Demands for detention or isolation, or other attacks on the liberty and 
freedom of movement of HIV infected persons and their families. There is 
no public health necessity to restrict their movement or freedom. 


Violation of rights of marriage and bearing children. Persons living with 
HIV and those who rare for them have a right to marry and bear children. 
They have a right to make informed choices about the risks they wish to 
take. 


Attempts to deny social security, assistance and welfare to HIV infected 
persons. They deserve care and support, just like anyone else. 


Denying the right to education of HIV infected persons. They should be 
able to complete their studies and make their contribution to education 
while they are still able. 


Denying HIV infected persons the right to work. HIV cannot be passed on 
through casual contact, and there is no reason to try to keep a person from 
making a productive contribution to the workforce while he or she is still 
healthy. 
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There is an active debate in India on mandatory testing for HIV 
infection. The Government feels that there ts no public health 
rationale for the mandatory testing of a person for HIV/AIDS. Such 
an approach could be counter-productive as it may scare away a 
large number of suspected cases from getting detected and treated. 
HIV testing carried out on a voluntary base with appropriate pretest 
and post-test counselling is considered to be a better strategy and is 
in line with the WHO/UNAIDS guidelines on HIV testing. 


The Government of India’s policy is that: 


¢ Noindividual should be made to undergo mandatory testing for 
HIV, 


e Nomandatory HIV testing should be imposed as a precondition 
for employment or for providing health care during employment. 
Source: Draft National AIDS Prevention and Control, Policy, 1998 


Attempts to deny or reduce access to health care services to HIV infected 
persons. Health care workers often refuse to care for HIV infected patients 
especially at the beginning of the epidemic. Later, policy makers who face 
excessive cost in the health budget try to blame HIV infected persons for 
their condition and deny them health care. Both are flagrant violations of 
medical ethics and basic human rights. 


Invasions of privacy, including publication of the names, addresses of persons 
suspected to be infected with HIV This destroys lives and families. It has 
no public health benefit whatsoever, because people with HIV are not 
contagious to the general public. Similarly, breaches of confidentiality of 
HIV status during testing, treatment and notification, as well as in 
employment and health care settings are in violation of the rights of people. 


Unless people feel that their right to privacy is assured, they will not seek 
testing, counselling or care. 


Denial of access to available information, health services and prevention 
methods that will enable persons to reduce vulnerability to transmission of 
infection and 1’CCC]ve counselling and care, if infected. 


Discrimination against children, minorities, migrants, refugees, poor and 
disadvantaged classes, men having sex with men, sex workers and inj ecting 
drug users. This is often done with a sense of moral superiority. It should 
be exposed for the basic violation of human rights that it is. 
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ANNEXURE 8 : WHY AIDS IS DIFFERENT FROM OTHER 
DISEASES 


One of the crucial points that has been made about the HIV/AIDS epidemic 


is that it is different from most other epidemics and diseases, and consequently 
requires a different and much broader response - one which goes beyond the 
health sector. The factors that make it different are: 


HIV does not occur randomly as in malaria through the bite of a mosquito 
but through specific risk behaviours that are mostly within the realm of 
private life the most common mode of HIV transmission, is unprotected 
sex, one which is intimate and private and not open to public debate. 


Unlike other infectious diseases, HIV selectively and disproportionately 
targets two groups the voting adults and the very poor, economically 
marginalised populations. 80-90% of those infected with HIV are young 
adults at the prime of their productive and reproductive lives. 


Unlike other diseases, AIDS retains a long period of ‘invisibility’ with 
opportunistic infections appearing years later. It takes between 5 to 10 
years or even longer between the initial infection and the onset of clinical 
symptoms of AIDS. Persons who are infected may have many years of 
productive normal life. However, the danger is that most are unaware that 
they are infected with the virus and can continue to spread it to others. 


The prognosis for people infected with the virus is bleak. There is no vaccine 
against HIV and no effective medical cure for HIV infection. Treatment 
options are prohibitively expensive. HIV/AIDS is essentially. an incurable 
and fatal disease. 


HIV aggravates existing health problems. The weakened immune system 
falls prey to a number of infections, especially Tuberculosis. 


HIV destabilises society because of the fear, blame, and stigma attached to 
it. It threatens basic human rights and invades even the rights to privacy 
and human dignity. No other disease affects human society in this way, or 
to this extent. 


The scale of the epidemic is also different from most other diseases. Virtually 
every country in the world has seen new infections. HIV infections have 
been reported in every state in India and some states have seen a doubling 
of infections. Malaria causes over a million deaths a year. In 1998, AIDS 
death totaled some 2.5 million. 
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e> The epidemic’s visible and less-visible consequences constitute an urgent 
and massive threat to development: deteriorating child survival. reduced © 
life expectancy, increasing number of orphans, loss of the most productive 
section of the population. 


TILEM 


5. FACING THE CHALLENGE OF HIV/AIDS/ 
STD’S: A GENDER BASED RESPONSE* 


What does a Gender-Based Response Involve ? 


What changes are needed to create an - 
environment enabling women and men to |. 
protect themselves and each other ? How can 
they collaborate equally in providing adequate 
care and support for those directly affected by 
the epidemic ? Gender-based approaches can 
help us answer these questions in a way which 
orients programmes towards promoting social 
changes supportive of HIV/AIDS and STD 
prevention and care. 


Gender refers to widely shared ideas and 
expectations (norms) about women and men: 
ideas about “typically” feminine and masculine 
characteristics and abilities and expectations 
about how women and men should behave in 
various situations. These ideas and 
expectations are learned from families, friends, 
opinion leaders, religious and cultural 
institutions, schools, the workplace and the 
media. They reflect and influence the different 
roles, social status, economic and political 
power of women and men in society. 


Status and power affect the individual’s 
risk of infection and communities’ abilities to cope with epidemic. The low 
status and power of women and young people lead to their subordination and 
restrict their possibilities of taking control of their lives in relation to HIV/ 
AIDS and STDs. Societal pressures also make it difficult for men to change 
their behaviours in this regard. Their sexual behaviour may be influenced by 
their relations with other men and women (e.g., fathers, sons, mothers, sisters, 
peers). 


Below, three examples show how gender is related to norms affective 
HIV/AIDS and STD prevention and care. The examples are simplified. In- 
depth gender analysis would also consider other differences that interact with 
gender to create situations to dominance and subordination, such as age, class, 
ethnicity and religion. 


* Report of Southern Africa AIDS Information Dissemination Service, 1999. 


TILEM 


68 Stakeholders Consultation 


Norms Concerning Parenthood 


In most societies, women’s primary role in life is to bear and nurture 
children. Although responsible fatherhood may be promoted, men’s main duty 
is seen to be earning a living and dealing with the broader society on behalf of 


the family. 


Such norms have two broad implications in relation to HIV/AIDS and 
STDs. First, a false division is made between “reproductive” (women’s) and 
“productive” (men’s) roles. The expectation that women must care for the 
children is extended to all household members needing support, e.g., the elderly, 
those who are ill with HIV/AIDS and/or orphaned children. Men are not usually 
expected to undertake care roles. 


This supposed division does not correspond entirely to reality, however. 
Almost universally, women have always undertaken productive as well as 
reproductive work; it has simply been unpaid, unrewarded materially and 
unrecognized. In many African countries, for example, well over half of the 
agricultural work is undertaken by women (68% in Central African Republic 
and the Congo, 70% in Gambia). Yet women do not gain equal access to 
educational opportunities or the paid labour market, both of which may 
contribute to social and economic independence and more self-assurance. 


A second consequence is that childless women are not viewed as “fully 
adult” or may be considered deviant. Their social status is often low. If their 
childlessness is due to infertility, they may not know this or refuse to accept 
the diagnosis and try repeatedly (even with a variety of partners) to become 
pregnant. This of course implies that they have unprotected sex, thereby 
increasing their risk of exposure to HIV/STDs. 


Moreover, when childless women express their opinions about community 
measures needed for HIV/STD prevention and care, their suggestions may not 
be fully respected or accepted by other community members. The voices of 
women who are mothers may also be given less credibility, because they are 
expected to confine themselves to household matters. | 


Norms Concerning Sexuality 


Among the numerous norms related | 
to sex, many societies share ideas that : 
women seduce men into having sex and that { 
because male sexual needs are so strong, , 
men cannot resist this. Such notions make 
men appear to be government by their : 
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instincts, unable to control their behaviour fx 
and victims of female power. As a result, 
men are not expected to behave responsibly, 
while women’s sexuality and behaviour are 
controlled. For example, in many countries, 
girls who become pregnant must leave 
school, while boys who father children can 
continue their education with no 
requirement to contribute to child care. To 
protect men from themselves, social rules 
may also deprive women of the freedom to 
move about freely and lead to situations in 
which women, instead of their attackers, are 
blamed for sexual abuse. 


“I told my husband that it was better 
to use condoms, the doctor said so. The 
doctor had also given me some to use at 
home. My husband became very angry and 
asked who gave me permission to bring 
those condoms home” (women in Kenya). 


These ideas form an obstacle to HIV/ 
STD prevention because they absolve men 
from taking responsibility for their sexual 
behaviour. They may also prevent women 
from taking measures to protect themselves. 
For example, women may be reluctant to 
buy and carry condoms because they will 
be accused of wanting to “entice” men into having sex. Women may be reluctant 
to report abuse because they fear this will affect their position in society: if it 
becomes known that a young girl has been sexually abused (the result of a 
trial), in some countries she will have difficulty marrying because both women 
and men see her as “spoiled”. 


Norms Concerning Power in Relationships 


In many societies, men are expected F 
to control women in all aspects of} 
relationships. This involves decision-making : 
on when and whom a girl/woman will} 
marry, when and how she will have sexual } 
relations, when and how many children she | 
will have, household expenditures, etc. | 
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This type of male power is supported by tradition and social norms. Women 
learn, for example, that their first loyalty must be to their kin and families, 
causing them to act in ways that reinforce rather than challenge female 
subordination. Often, female family members enforce community norms saying, 
for instance, male relatives must assume authority over widows. In addition, 
men my impose their will on women, even resorting to violence to do so. 
Coupled with economic dependence on men, and female roles make it difficult 
or impossible for women to demand that men share responsibility for preventing 
sexual and perinatal transmission of HIV/STDS. 


Gender analysis and gender-based programmes can help women and men 
redefine their relationships in a mutually beneficial way. As women move into 
traditionally “male domains”, men can be encouraged to begin sharing 
responsibilities in the “female domain”. Some women already exert considerable 
power, if often in subtle ways. Their existing strengths should be recognized 
and their self confidence and social skills expanded. Men can be helped to see 
how their privileged position and social roles orient them more towards 
relationships involving authority and competition (and, perhaps, conflict) than 
collaboration. As the dynamics of male-female relationships change, 
communities will be able to benefit from the potential of all their members to 
minimize the impact of HIV/AIDS and STDs. 


Why Do HIV/AIDS/STDS Affect Women More? 


Women’s vulnerability to HIV/AIDS and STDs is partly determined by 
physiological factors. It further reflects their wider social, sexual and economic 
vulnerability. The central issue is inequality. Economic need, lack of job 
opportunities, poor access to education and training and cultural expectations 
of female submissiveness and male dominance combine to prevent women from 
actively making choices and decisions about their lives, particularly with regard 
to limiting sexual risks and protecting their and their families’ health. For the 
Same reasons, men are led to deny risk and avoid responsibility, not only for 
their partners but for themselves. For both sexes this situation needs to change. 


Physiological Vulnerability 


Women and men 


Researchers estimate that women’s risk of HIV infection from unprotected 
sex is at least twice that of men. Semen, which has high concentrations of 
virus, remains in the vaginal canal a relatively long time. Women are more 
exposed through the extensive surface area of mucous membrane in the vagina 
and on the cervix through which the virus may pass. In men, the equivalent 
area is smaller, mainly the entrance to the urethra ina circumcised man plus, 
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in an uncircumcised man, the delicate skin under the foreskin. Circumcision 
in males (not in females!) Appears to have some protective value against STDs, 


including HIV. Men and women’s risk of HIV escalates manyfold if STDs are 
present. 


Young Women 


Young women are at even greater risk than mature women (except for 
menopausal women in whom thinning of the vaginal mucosa increases 
susceptibility to infection). A teenager’s vagina is not as well lined with 
protective cells as that of a mature women. Her cervix may be more easily 
eroded, potentially enhancing risk of HIV infection. She also faces potential 
bleeding at first intercourse through tearing of the hymen. In cultures where 
sex with very young girls is condoned, sexual intercourse is especially likely to 
cause trauma. In some countries, girls as young as 12 may be married to men 
three times their age. In addition, girls aged 17 years or younger who have 
unprotected sex are at increased risk of developing cervical cancer. Sexually 
active young women may easily contract herpes simplex and human 
papillomavirus infections. 


All these factors make young women 
especially vulnerable at a time when their 
negotiating and economic power is least, 
making them easier targets for sexual 
coercion and exploitation. This situation is 
worsened when more men, especially in high 
HIV - prevalence areas, seek out ever 
younger female partners in the belief that 
they are least likely to be infected. This is 
the most risky pattern of sexual partnership 
as a group more likely to have HIV already 
(older men) transmits the virus to a group 
with low levels of infection (young girls). 


Sexually Transmitted Diseases 


WHO estimates that about 330 million 
cases of treatable STDs exist worldwide at 
any time. Yet women may have these 
infections without realizing it; some 50-80% 
of STDs in women are asymptomatic or go 
unnotices because they are internal. 
Women are much less likely than men to 
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seek timely treatment for STDs for this reason. Stigma attached to STDs, 
especially for women, inaccessibility of clinics, lack of money and too many 
other responsibilities further prevent them from getting treatment. Negative 
attitudes of health workers towards women presenting with STDs may be 
another major deterrent to their seeking treatment or even contraceptive advice. 
This is true of teenage girls in South Africa, for example. 


Cultural Practices 


Certain cultural practices may exacerbate women’s physiological risk of 
HIV infection, especially when HIV is widespread in the population. Many 
women actively support these practices because they enhance their social status 
and security with their partners. Examples: 


e In some parts of the world, women use herbal and other agents in the 
vagina to cause dryness, heat and tightness. This practice is carried out 
because people believe men prefer “dry sex” (in which women feel life virgins) 
and because they think that female secretions are unclean. The substances 
used can cause inflammation and erosion of the vaginal mucosa, making it 
easier for HIV to enter. 


e Excessive rubbing of the genitals during foreplay and intercourse, or “rough 
sex”, can lead to sores in the mucous membrane. 


e Anal intercourse carries higher risks of HIV transmission because of 
frequent lesions. Although it is often associated with homosexual contacts, 
heterosexual couples practice is to preserve virginity, to protect against 


pregnancy, for (usually male) sexual pleasure and in a search for sexual 
variety. 


e Female genital mutilation (circumcision) is practiced in various countries. 
Infibulation (in which the labia minora and majora are cut away and the 
vulva is sewn shut leaving a pinhole opening for urination and menstruation) 
leads to extensive tearing and bleeding when sexual intercourse is attempted. 
It may also cause couples to practice riskier anal sex instead. The procedure 
itself could be risky if unsterilized instruments are used for several patients 
in succession. Less extreme circumcision, like removal of the clitoris hood, 
carries little risk during sex, but the procedure itself is potentially risky. 
Bleeding after circumcision may lead to the need for blood transfusion with 
unscreened, possibly contaminated, blood. 
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GENDER-RELATED VULNERABILITY AND OBSTACLES TO 
PREVENTION AND COPING 


Male Sexual Priority 


Commonly, though not universally, male sexual needs are acknowledge 
to a greater extent than female needs. This may be reflected in the very 
terminology describing male sexual desire, genitals and partnerships compared 
with female equivalents. Many cultures use words to describe male sexuality 
in a positive way and female sexuality in a more negative and judgmental way. 
Many women and men define sex largely according to what they believe given 
men pleasure, particularly penetration. Often women do not explore, let alone 
assert, their own preferences, because this is considered inappropriate. 


“Everything is centred around the pleasure of the man”, says a 
Zimbabwean woman at a market. She sells herbs which, when put in the 
vagina, cause dryness and tightness. “So if these substances are harmful or 
even if discomfort is caused, it doesn’t matter to the woman. She’s doing what 
she thinks he wants. This is how we have been conditioned”. 


The dominance of male needs and denial of female needs impedes open 
discussion between the sexes and limits people’s chances of achieving mutually 
satisfying, respectful and safe forms of sexual behaviour. To curb HIV 
transmission, both partners should be able to express their worries about 
infection and use protective measures such as condoms out of respect and 
affection rather than as a sign of mistrust. 


Sex within marriage, in particular, needs to be a source of mutual pleasure 
and bonding, rather than only a duty and a condition for procreation. However, 
it is within marriage or with regular partners that women may have most 
difficulty negotiating safer sex, such as condom use, as this implies lack of 
trust and infidelity. But it is essential that they be able to do so, as most HIV- 
infected women have been infected by their husband/regular partner. 


Economic Vulnerability and Sexual Services 


For women and men struggling with daily survival, concern about a disease 
that may kill to years hence is a luxury they can ill afford. Women’s economic 
dependence makes them vulnerable and, for many, training and employment 
opportunities are few. If selling sex enables them to survive today, long term 
concerns remain out of focus. A Ghanaian woman engaged in sex work in 
Abidjan, Cote d’Ivoire, commented, “I need to feed and clothe my children now. 
How can I worry about something that may not affect me for many years. 
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A ready market for} 
sexual services exists almost | 
worldwide and is a significant 
factor promoting the HIV 
epidemic. In some countries, 
it is reportedly the norm for 
young men’s first sexual 
experiences to be with sex 
workers. Demand for sexual 
services in fuelled by cultural 
attitudes condoning or even 
encouraging male sexual 
freedom while repressing 
female sexuality. Migration, 
with its associated disruption 
of family life, partly promotes 
the demand for and supply o 
sexual services. Members o 
the armed forces away from 
home, displaces populations 
and affuent sex tourists from 
Europe, Japan, the Middle 
East, North America and the 
Pacific region further 
contribute to demand. 
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At the same time, the f 
boundaries of sex work are often |. 
blurred: payment and intimacy may 
range from a brief anonymous sex 
act for a specified fee through a 
gradation of casual and commercial 
interactions. In many societies, not 
only those with marked gender 
inequality, men entertain women or 
provide them with desired goods in 
return for sexual access on a one- 
off, short-or long-term basis. Sex may | 
be demanded ro bartered in the 
workplace to gain a job, promotion or trade permit. This is not usually considered 
sex work but is nonetheless related to economic need. Unfortunately, sex in 
these situation is often unsafe. 


Control Over Sexual Relations Within and Outside Marriage 


Marriage may be viewed as a social and economic commitment between 
individuals and families. Sexual access, procreation, child-rearing and other 
_ services are universal to social expectation of marriage; romantic love and 
affection are not. Because of this, as well as lower social status and economic 
dependence, married women may be unable to challenge their husbands’ extra- 
marital affairs or insist on condom use for themselves even when they know 
they are at risk. One philosophy professor used the Bible to justify this, arguing 
that women vowed to follow their husbands “in sickness and in health”. In his 
view, this absolved husbands of the need to protect their wives; it did not apply 
the other way round. 


Double standards - different sets of sexual rules for women and men - also 
may hold for other informal long - and short-term relationships. Various societal 
institutions may promote fidelity, on the one hand, yet also transmit the 
message that women should not question male unfaithfulness. Thus, heavy 
peer pressure may make it difficult for boys to resist experimenting with multiple 
pre-marital partners, while girls are expected to remain virgins until marriage 
or at least to remain faithful to one partner. 


A further potential source of risk is polygamy, usually meaning multiple 
wives rather than multiple husbands. Ifno partner has sex outside the group, 
this can e a safe system but if any one is infected, all may be at risk. 
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To curb the epidemic, marriage should be squarely acknowledge as a 
major risk factor for women in many societies. The simplistic message of 
lifelong monogamy is a poor one if one partner already has HIV infection and 
will not use condoms. It has been observed that some men who learn or fear 
they have HIV infection marry to ensure someone will care for them when 
they become sick. 


Violence Against Women 


Violence against women, f 
especially rape, is a risk factor that | 
is inadequately recognized or 
addressed. In South Africa, an} 
estimated 370,000 women are raped | 
every year; in the United States, the 
Department of Justice reports that | 
a woman violence is more tolerated : 
by society than violence outside} 
marriage, to the extent that rape} 
within marriage is not a recognized : 
offence in many parts of the world. f 
The woman’s word is usually given 
less credit than that of the rapist. It 
is also traumatic and difficult for 
women to report rape and secure a 
conviction; the extreme is reached 
in some Islamic countries where a male witness to the rape is required. 


Violence against women is sometimes socially condoned. Many would argue 
that widely distributed films and television portrayals of women as sex objects 
and victims of abuse reinforce the accepta-bility of violence against them. In 


some countries ritualized violence, including rape, is condoned in certain 
circumstances. 


he added risk of 
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spreading HIV and STDs. The physical trauma of violent sex, often multiple 
rape, makes transmission particularly likely. Indeed, any coerced sex increases 
the likelihood of micro-lesions in the vaginal mucosae which may then be entry 
points for HIV. In the context of gender, it is important to note that not only 
women are sexually abused. Sexual violence also occurs against children, 


homosexuals and transgendered people, who suffer the same risks of HIV 
transmission. 


Blame and Rejection 


Despite the realities in infection 
patterns, gender stereotypes allow 
women to be blamed for spreading 
HIV/STDs. Men are often reported 
to be infected by sex workers or 
casual girlfriends, who may be 
castigated by men and women alike, 
while less blame tends to fall on men 
than women who have multiple 
partners. Indeed, in some African and 
Asian cultures, it is believed that men 
must regularly release semen to avoid 
ill health. 


Although for both sexes alcohol consumption reduces a sense of 
responsibility and leads to risk taking, 
women are more likely to be criticized for Fy 
this. Male drunkenness is widely 
tolerated, men being excused for giving 
way to “natural urges”. 


Men in some societies may boast about} 
STDs because these show they are “real }j 
men” who have sexual relations. For a boy 
growing up this may be part of his initiation 
into manhood. But for a woman the story is 
different; she is more likely to be looked 
down on as loose or unclean. In much of 
southern Africa, for example, STDs are jy 
derogatorily termed “women’s disease” and ft 
men blame women for their infections. A 
doctor’s wife in Australia with pelvic inflam- ft 
matory disease was told by her health” 
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worker that she should be ashamed of her- | 
self: “someone in your position coming in 
with a problem like this”. 


If HIV infection is discovered first 
in a wife, perhaps because she is the first 
tested when a baby falls sick, she is 
readily blamed. Her husband may refuse 
to be tested or, if found positive, accuse 
her of infidelity to cover his own 
behaviour. She may equally be blamed 
by other relatives, regardless of whose 
infection was discovered first. 


At the same time, the denial of women’s sexuality and the social 
assumption that they must be “pure” make it hard for women to acknowledge 
any other sexual experiences they may have had even before marriage. To do 
so is to Court divorce or blame, even from female relatives. This blocks women 
from assessing their own risk and discussing risk behaviours and situations 
with their partners. Women living with HIV (perhaps more so than men) are 
even expected to become sexually inactive. 


Blame can also lead to institutionalized human rights violations, e.g., the 
compulsory screening of sex workers. Women carrying condoms may be charged 
by police as sex workers; thus even when they act to safeguard themselves, 
this may backfire. 


Lack of Information 


Many women have poor understanding of their own bodies, mechanisms 
of HIV/STD transmission and their level of risk in unprotected sex. Many 
men also lack adequate information about their own bodies and tend to have 
even less information about women’s bodies and needs. 


Addressing these gaps in information and understandings is difficult 
because many poor men, and even more women, have low levels of education 
and literacy and have little access to printed information on HIV/AIDS and 
STDs. Men are more often able to gain information from radio and television. 
Consequently, women hear about HIV/STDs later and not infrequently have 
little or incomplete information about transmission. This may prevent them 
from assessing adequately their own risks. A female merchant in Senegal 
Commented: “I don’t need condoms because I am not a prostitute. I havea 
husband and children. It is rare that during my travels I fall to the advances of 
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a man. When I do, it is with someone I trust. I only choose to have sexual 
relations with who are clean and visibly healthy, polite, and capable of respecting 


me. These men know me, trust me and know that they don’t need to use 
condoms with me”. 


Communication 


Poor communication between parents 
and children and between partners about 
relationships, male and female sexual needs 
and responsibilities exacerbates risk. Youth 
as well as adults can be taught to discuss 
sex-related issues (health, needs, 
relationships); ideally, this should become 
an accepted norm. 


Family Stress 


Women’s traditional family roles are 
arduous. Rural women in many parts of 
the world are primarily responsible for 
subsistence agriculture, and, in rural and 
urban areas, informal sector activities. 
Women usually undertake most household 
tasks, go through pregnancy, childbirth and 
lactation, and rear children. Large numbers 
of women are in fact household heads but 
lack sufficient authority, money and 
material resources, family and formal 
support to provide adequately for their 
children and themselves. AIDS-related 
stigmatization and the extra care burdens 
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brought on by the disease worsen existing gender inequalities, increasing 
women’s vulnerability and exploitation. 


The impact of AIDS on the family 
may be devastating, with both parents 
and sometimes one or more children 
becoming ill and dying. Girls may be 
withdrawn from school to look after 
their families, thus increasing their 
economic and social vulnerability when 
they grow up. The elderly also take 
up an increasing care burden when 
they themselves may be frail. 


AIDS makes decision-making 
about child-bearing, abortion and 
breast-feeding much more difficult. © 
Available services may or may not provide helpful advice or be sensitive to the 
stress women face around these and other sexual health issues. In fact, women 
and couples may face humiliation and misinformation in the very centres and 
at the hands of the so-called professionals supposed to help them. 
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In areas where the epidemic is already severe, particularly sub-Saharan 
Africa, hospitals cannot cope and much patient nursing is done at home. 
Numerous home-care programmes have been developed by church and 
community groups or as hospital outreach programmes. AIDS service 
organizations provide counselling, material and practical help, spiritual support, 
nursing care and advice. Excellent work is performed by dedicated staff, yet 
coverage remains low, often under 10%. Visits from support teams may be on 
a fixed and infrequent schedule, and cost-effectiveness and sustainability remain 
serious concerns. The extra burden inevitably falls on the family, in particular 
on women. 


In other regions, such as} 
Latin America, the Middle East 
and Asia, some hospitals, clinics | 
and social services do not provide | 
care because staff are still afraid | 
to accept people with HIV/AIDS. | 
Stigmatization and discrimin- | 
ation may also present families 
and community members from 
providing support. 


The growing orientation to 
wards home care may, in fact, 
worsen women’s situation, 
particularly as men are often the 
first to become sick. The wife may 
have to nurse her husband while 
her own health deteriorates, but 
the main expenditures are for his 
care. There may be no appropriate |: * 
care-givers to nurse her through ~ 
her sickness. Rather than an excessive focus on home care, developing a 
continuum of care between hospital, clinic, local hospice and other community 
care is preferable, a strategy supported by WHO. This enables health workers at 
the local clinics, community health workers and neighbours to help when 
appropriate and when requested by the family. 


Men need to be motivated so assume stronger care roles in the family, 
both for the sick and in general around child care. Health and welfare concerns 
cannot remain women’s preserve. In this can be achieved, husbands may be 
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less likely to desert women who are found to have HIV and will write wills or 
otherwise provide for their families when they themselves are dying. 


Legal and Human Rights 


At present, women’s rights in many countries are curtailed. They may 
have little right to land, to inherit property, even to keep their own children 
when their husbands die. AIDS throws these problems into stark relief because 
more women are being widowed at a young age and will themselves face an 
early death. Safeguarding their children’s future may be a desperate worry for 
these women, yet they may lack the means to provide for them without extended 
family support. In some countries, women are traditionally inherited by the 
deceased husband’s brother. Their economic and social survival may depend 
on the their acquiescence. 


On the other hand, after the death of a husband, women around the world 
may be disinherited by the husband’s relatives, particularly if they blame the 
woman for his death. 


At another level, married |: 
women’s Confidentiality may be 
broken with relative impunity leading 
to violence or desertion if their 
husbands blame them for infection. 
Meanwhile, women may not be 
informed of their partner’s HIV 
status. The right of partner 
notification versus strict confidentia- 
lity is being debated in many countries is 
and different policies are being |: 
developed. For women the outcome 
is particularly crucial as infection 
often enters the family through the 
husband. Uninfected wives could, in 
theory, protect themselves but only 
if access to information is 
accompanied by the economic, social 


and legal means to take preventive 
action. 


The rights of women living with 
HIV to bear children or seek an 
abortion are hotly debated. A British 
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woman living with HIV was angered fi, 
and upset by accusations that her 
choice to have a baby was selfish as 
the child risked infection or, if it lived, 
would certainly be orphaned fairly 
young. In many developing countries 
a woman’s status is highly dependent 
on motherhood; much more than in 


Britain it may be of great importance to an HIV-positive woman to have a 
child. 


The issue of sex work also raises difficult legal and ethical problems. 
While soliciting remains illegal in most countries, sex workers remain 
vulnerable to abuse, are difficult to reach with HIV/STD prevention and support 
programmes, and face increased stigma. Yet arrangements for sex work may 
involve minors, abduction and coercion; these aspects of the trade must be 
stopped. AIDS is giving rise to increased public outrage about these human 
rights violations. 


Another neglected area f 
is the rights of homosexual | 
women and men to social } 
acceptance, child care, | 
marriage and inheritance. } 
Lesbian relationships are a | 
preferred lifestyle for some | 
women and generally carry a | 
low of HIV _ infection. | 
However, societal intolerance | 
precludes many women from } 
exploring this option even if | 
they would like to. Male gay 
relationship are more common 
in some societies, but their 
very existence may be denied 
or condemned, leading gay 
men to marry and engage in 
bisexual contracts even if they 
prefer only to have sex with 
men. “Talk to any African 
government about homose- 
xual issues and the spread of 
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AIDS, and they simply tell you that homosexual activities only to on in the 
Western world”, said Obi Zikora, president of Gentlemen Alliance, in Nigeria. 
“The stigma attached to homosexuality frightens away many who should be 
examined from going to doctors”. 


As with sex workers, legal rights for homosexuals and lesbians need to be 
strengthened and societal intolerance challenged if they are to cope better 
with HIV and AIDS not be driven underground. 


Structural Patterns 


Economic policies widening the gap between rich and poor countries and 
rich and poor people within nations exacerbate the conditions for HIV/STD 
transmission. For example, economic structural adjustment programmes may 
have a negative impact on rural and urban poverty, national debt and trade 
relations. These policies hamper countries’ capacity to provide social, 
educational and medical support to affected families and communities, especially 
if food subsidies are cut and social, welfare and health expenditures are reduced. 


The epidemic hits hardest the developing world and the poor inner cities 
of industrialized countries, which are least able to cope. Furthermore, poverty 
increasingly has a female face: UNDP estimates that 70% of the world’s poor 
are women. As prevention efforts are stepped up, communities’ abilities to 
cope must also be strengthened. Only through improving coping capacity will 
fear and stigma around AIDS be reduced, allowing prevention strategies to 
really work. 
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Within this framework, empowering women and reducing gender 
inequalities are critical. The structural basis of gender inequality must be 
challenged by promoting personal attitude and behaviour change. Women 
must gain access to the education, training and employment they need to achieve 
sexual relations on equal terms and to control their risk of HIV/STDS. Cultural 
expectations that exonerate men from taking responsibility for health and 
welfare concerns must be transformed, along with the structural conditions of 
work, housing, migration, etc., that prevent this from becoming a reality. 
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HIV/AIDS: OBTAINING INDIAN LEGAL, 
ETHICAL AND POLICY RESPONSES 


6. JUDICIAL DECISIONS 


LUCY S. D’SOUZA 
VS. 
STATE OF GOA 
AIR 1990 BOMBAY 355 
FACTS: 


A common point raised in these petitions is whether the Section 53(1) 
(vii) of the Goa, Daman and Diu Public Health Act, 1985 (the Act) is unreasonable, 
and therefore, violative of rights under Articles, 14, 19(1)(d) and 21 of the 
Constitution of India. Section 53(1) (vii) of the Goa, Daman and Diu Public 
Health Act, 1985 (the Act) empowers the State Government to isolate persons, 
found to be positive for Acquired Immuno Deficiency Syndrome (AIDS), for 
such period and on such conditions as may be considered necessary and in such 
Institutions or wards thereof as may be prescribed. 


The Act aims at advancing the public health. Section 2(15) defines the 
term ‘infectious disease’ as meaning an infectious disease as defined in Section 
47 and includes notified disease as defined in Section 57 Chapter VII relates to 
prevention, notification and treatment of diseases. Section 47 enumerates the 
list of infectious diseases and empowers the Government to declare by 
notification certain diseases to be infectious. Section 49 relates to provisions 
and maintenance of isolation hospitals and wards. Section 51 mandates every 
Medical practitioner to give information about certain diseases to certain 
authorities. Section 53 empowers removal of infected person to a hospital 
under certain conditions as stated therein. 


Section 53 was face-lifted to read as thus: “53 (1): + Ifit appears to the 
Health Officer that any person is suffering from an infectious disease, and that 
such person- 


(i) is without proper lodging or accomodation, or 


(ii) is without medical supervision directed to the prevention of the spread of 
the disease, or 


(ili) is lodging in a place occupied by more than one family; or 
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(iv) is in a place where his presence is a danger to the people in the 
neighbourhood; and 


(v) should be removed to a hospital or other place at which patients suffering 
from such disease are received for treatment, the Health Officer may 
remove such person or cause him to be removed to such hospital or place. 


(vi) no person including a foreigner shall refuse collection of blood for 
investigation of acquired imuno deficiency syndrome or any other 
communicable/infectious diseases if the Health Officer has reasonable 
ground to suspect that such person is suffering from acquired imuno 
deficiency syndrome or other infectious disease as defined under the Act; 


(vii) in the case of a person who is found to be positive for acquired imuno 
deficiency syndrome by serological test, the Government may isolate such 
person for such period and on such conditions as may be considered 
necessary and in such Institution or ward thereof as may be prescribed. 


(viii)all such persons admitted in prescribed wards/hospitals shall be provided 
with materials, equipment, etc. which shall not be used for any other 
purpose; 


(ix) the parenteral medication of the patents suffering from acquired imuno 
deficiency syndrome shall be given through disposable sets / syringes; 


(x) the linen, matteresses, etc. used for the deceased patients who were 
suffering from acquired imuno deficiency syndrome shall be immediately 
destroyed by burning; 


(xi) all the staff working for the management of the patient suffering from 
acquired imuno deficiency syndrome shall be effectively protected with 
long rubber gloves, sterilized linen and mask; 


' (xii) persons handling the dead bodies of patients who suffering from acquired 
imuno deficiency syndrome shall be instructed to ensure that they do not 
come into contact with any secretions such as saliva; etc. 


(xiii) the dead body of patient who was suffering from acquired imuno deficiency 
syndrome shall be enclosed be in a polythene bag and tied with knots at 
both the ends and sealed before further action for its cremation/ burial or 
despatch abroad as the case may be; 


(xiv)no transplant operation of any kind shall be performed unless the donor as 
well as the receptor is confirmed to be free from acquired imuno deficiency 
syndrome through serological investigation; 
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(xv) all the Blood Banks shall send the blood specimen for ELIZA test to the 
Surveillance Centre of the Goa Medical College and only after obtaining 
the negative result, it shall be used for the patients; 


Provided that in the case of emergency, where blood transfusion is deemed 
necessary without waiting for the report of ELIZA test, written consent of the 
patient or guardian or relative shall be obtained before such blood transfusion”. 


ISSUES: 


Mr. Anand Grover, the learned counsel for the petitioners, raised the 
following four contentions; (a) provision for isolation is based on wrong scientific 
material and foundation; (b) object sought to be achieved by isolation is nullified 
by the provision; (c) discretion to isolate is unguided and uncontrolled; and (d) 
the provision for isolation is procedurally unjust in the absence of the right of 
hearing. 


HELD: 


Justice V.A. Mohta pronounced the judgement stating that at one stage, 
mystery shrouded around the transmission routes of the HIV. Present thinking 
is that HIV is transmitted mainly through (1) sexual contact with an affected 
person (2) staring contaminated needless or syringes (3) transfusion of infected 
blood or blood products (4) contact with body fluids such as tears, saliva, semen, 
urine, faeces, breast milk etc; and (5) infected mother during pregnancy or 
delivery. The disease is spreading fast and is threatening human life despite 
all efforts at International level. No safe, effective and affordable treatment 
for the disease is yet found out, AIDS has invaded human race in a big and | 
rapid way, but there does not appear any chance of its rapid receding. Its 
impact on human society-economic, social, political, cultural-is increasing. 


He further added that isolation, undoubtedly, has several serious 
consequences. It is an invasion upon the liberty of a person. It can affect a 
person very adversely in many matters including economic. It can also lead to 
social ostracization. But in matters like this individual rights has to be balanced 
the public interest. In fact liberty of an individual and public health are not 
opposed to each other but are well in accord. Even if there is a conflict between 
the right of an individual and public interest, the former must yield to the 
latter. That apart, isolation is not merely in the interest of the society, in a 
given case, it may also be in the interest of an AIDS patient, because he may 
become desperate and lose all hopes of survival and therefore, has to be saved 
against himself. Perhaps, bearing in mind all these factors, the experts have 
considered isolation as one of the preventive measures. 
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He later added that it is always to be remembered that matters like this 
essentially fall in the realm of policy. This policy decision is taken by those 
who are in charge of advancing public health and who are equipped with the 
requisite know-how. The judiciary finds itself too ill-equipped to doubt the 
correctness of the Legislative wisdom. Even if there is any doubt about its 
correctness, its benefit must go in favour of the policy maker. He cautioned 
that power of policy review has to be very cautiously exercised. Settled legal 
principle is that there is a presumption that the Legislature understands and 
appreciates the needs of its people good faith and knowledge of the existing 
conditions has also to be presumed in its favour. There is no weighty evidence 
- either, intrinsic or extrinsic — on the basis of which the above presumption or 
the presumption of constitutionality of a statute is rebutted. 


If in the background of the tourist based economy the Goa State was 
obliged to take a lead in the matter, there is nothing surprising or objectionable. 
The Court was informed that in the Rajya Sabha a Bill No. XX of 1989 styled as 
‘The Acquired Immuno Deficiency Syndrome (AIDS) Prevention Bill, 1989’ had 
been recently introduced. Section 5 of that Bill provides for removal of a person 
to a hospital or other place for special care or treatment where the authority 
considers it necessary to do so in the interests of such person and also to 
prevent the spread of HIV infection. Section 7 provides for precautionary steps 
to be taken by the designated authority to prevent the spread of HIV infection. 


In this back-ground, the submission that there is no scientific basis 
whatsoever for considering isolation as one of the proper measures for 
prevention of AIDS or that the object sought to be achieved by isolation is 
nullified by the impugned provisions of Section 53(1)(vii) was rejected. 


The petitions were dismissed and no order as to costs was made. 
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MX 
VS. 
M/S. ZY AND ANOTHER 
AIR 1997 BOMBAY 406 
FACTS: 


The petitioner was working as a casual labourer with respondent No. 1 
Corporation, through a contractor in the year 1982. In 1984, the petitioner 
was interviewed for a vacancy against a regular post by the respondent 
Corporation. However, the petitioner was not selected. In the year 1986, the 
petitioner was interviewed again by the Corporation and thereafter, was 
employed as a casual labourer from 1986 till about 1994. The petitioner was 
required to sign a register/muster and was issued a muster card. In the year 
1990, the petitioner was directed to go for a medical examination. The petitioner 
submitted himself to medical examination conducted by one Dr. V.S. Kulkarni 
who is a panel Doctor for the respondent Corporation. Dr. Kularni referred the 
petitioner to various other specialists like the Pathologist, Eye Specialist and 
also for lung test. There was nothing adverse revealed in the pathological 
report. The Eye Specialist certified that from the ophthalmic point of view, the 
petitioner is fit to do any work. The Doctor who examined the petitioner for 
lungs certified that no significant abnormality is detected in the examination 
of the petitioner. Although the petitioner was not appointed in a regular vacancy, 
he was included in the select list of persons to be appointed on a regular basis. 


It is the case of the petitioner that during 1991 to 1993, persons above as 
well as below the petitioner in the selection list were appointed in regular 
vacancies. On 1-9-1993, the petitioner was asked again to go for a medical test. 
Dr. Bhide certified after test for Australia Antigen that HBS Ag was absent. 
Dr. Bhide further certified that test for HIV (1 and 2) antibodies revealed that 
HIV (1 and 2) antibodies were present. In respect of other tests like lung function 
eyes, etc., the petitioner was found to be normal the petitioner was also examined 
in the J.J. Hospital, Mumbai. The report of ELISA test showed HIV (1 and 2) 
positive for antibodies. The certificate of Dr. Alka Deshpande of J.J. Hospital 
states that the patient is fit for duty. However, she advised follow- -up once a 
year. The certificate further mentions that the disease is a prolonged one. 
The patient after acquiring the infection can remain asymptomatic for a long 
time extending up to one to twelve years and the patient (petitioner) is presently 
asymptomatic. The Doctor further mentioned that as per the Government’s 
policy, an employee cannot be discontinued because of his scropositivity. 


TILEM 


Judicial Decisions 93 


Dr. Gokhale the panel Doctor of the respondent Corporation, relying on 
the report of the J.J. Hospital stated that the petitioner was examined at the 
J.J. Hospital. His HIV-1 and HIV-2 tests are positive for antibodies. As per the 
remarks of Professor of Medicine, Grant Medical College (Dr. Alka Deshpande) 
he is physically fit for duty and was advised repetition of blood test every year. 


As the petitioner tested positive for HIV (1 and L2 ), the Senior Manager, 
Trombay Unit of the respondent-Corporation, by notice dated 16-2-1994 deleted 
the name of the petitioner from selection panel of casual labourers with 
immediate effect. The petitioner wrote letters to the respondent-Corporation 
stating that otherwise he is fit for performance of his job, viz., loading drums 
on the truck and that it will take 8 to 10 years before he develops AIDS and he 
should be continued to be employed at least as a casual labourer. The petitioner 
submitted in that correspondence that he is the only earning member of the 
family and if he is not offered work, the whole family will find it difficult to 
survive. The petitioner also wrote to the Addl. Director of Health Services 
(AIDS). Government of Maharashtra, Mumbai, on 7-5-1994. After narrating all 
the facts, the petitioner stated that he is physically fit to do the duty. The 
petitioner submitted that he is the only earning member of the family he is 
very poor having wife and two children to look after. He requested the authority 
to direct the respondent-Corporation to allow the petitioner to continue to 
work as a casual labourer if not as a regular employee of the Corporation. 


The Addl. Director of Health Services (AIDS) Government of Maharashtra 
wrote a letter dated 7-3-1994 to the respondent-Corporation regarding the case 
of the petitioner. In the said letter the Addl. Director of Health Services pointed 
out that though the petitioner is at present HIV positive he may take 8 to 10 
years to develop symptoms of AIDS. The Director mentioned that as a matter 
of fact it cannot be emphatically stated as to when he will develop the symptoms 
but it is not likely to be earlier than 8 to 10 years. The Director drew the 
attention of the respondent-Corporation to the fact that HIV/AIDS is not 
transmitted by casual contact or by working together. It is transmitted only if 
blood of HIV positive is transfused to other person or if there is sexual intercourse 
with another person. 


The letter also stated that barring these two modes of transmission the 
petitioner is not going to pose any risk to any of his colleagues where he is 
working or where he is likely to work in future. The letter further mentions 
that the guidelines of the Government of India under the National AIDS Control 
Programme are not to sack or remove anybody from the services whether 
private or public only because of HIV status. The letter further states that 
keeping this scientific views in mind and also the need of support to the HIV 
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positive person the Director requested the Corporation to allow the petitioner 
to work in his capacity as a drum casual labourer as he was working previously. 


ISSUES: 


In the aforesaid circumstances, the petitioner prayed for quashing or 
setting aside of the order, removing his name from the select list of casual 
labourers and for a direction to the respondent-Corporation to absorb the 
petitioner in regular vacancy in the post of class IV employee with effect from 
1993 and give him seniority from that date in the said cadre with all back 
wages and benefits to which he would be entitled to as if he were in service 
from that date. 


Mr. Grover, learned Counsel appearing for the petitioner, and Dr. 
Chandrachud, learned Counsel appearing for the respondent-Corporation argued 
the merits of the case. Mr. Grover contended that by everyday casual contact, 
sharing of clothes, utensils, toilets, and working together does not transmit 
HIV. Mr. Grover further submitted that HIV positive persons remain 
asymptomatic and healthy for a considerable period of time which can even be 
up to 18 years and recent combination drug therapy has increased the life span 
even further. In the submission of Mr. Grover, such asymptromatic person is 
fit to perform all the functions. It is only when opportunistic infections set in 
that a person may be debilitated from performing some functions. Mr. Grover 
contended that under Article 21 of the Constitution of India, a person has a 
right to livelihood and depravation of the right of livelihood must satisfy the 
rigours of Article 14 of the Constitution. Mr. Grover submitted that Article 14 
requires that State action must satisfy in the case of classification (a) that the 
classification must be based on an intelligible differentia and/or on a rational 
basis; and (b) that the intelligible differential must have a rational nexus to the 
object sought to be achieved and be otherwise fair, just and reasonable. Mr. 
Grover further submitted that articles 14 and 21 come into play both at the 
time of initial recruitment (pre-recruitment stage) and during the course of 
employment (post-recruitment stage). Mr. Grover submitted that for the purpose 
of the physical or medical fitness for the job, it is not “general fitness” which is 
material, it is the fitness which relates to the actual job functions that are to be 
performed by the employee which is relevant. Mr. Grover thus submitted that 
the requirement can stipulate that the person must be able to carry out the job 
functions assigned to him or her. Conversely, if there is disability reported, 
such disability should not affect the person’s ability to carry out the job functions 
and the person should not pose a substantial risk to others in the work force. 
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Dr. Chandrachud submitted that the entitlement of an employer to 
scrutinise the medical fitness of an employee who is to be absorbed into his 
permanent services is not restricted to those considerations which condition 
the exercise of the power to retrench an existing employee on the ground of 
continued ill-health under Section 2(00) of the Industrial Disputes Act, 1947 
(hereinafter referred to as the “Act”). The employees who are already in the 
permanent employment of an employer constitute a separate constitutional 
classification for the purposes of article 14 and this classification is given 
legislative recognition by Section 2(00) of the Act. The discharge of an employee 
on the ground of ill-health does not constitute retrenchment unless that ill- 
health is “continued” and the nature of the ill-health renders him or her unfit 
for rendering those duties for which he was recruited and those duties which 
are attached to his job. Dr. Chandrachud submitted that the object of an “entry 
level” medical test is different: It is wider than the medical requirement that 
must condition the discharge on the grounds of continued ill-health under Section 
2 (oo) of an existing permanent employee and is permissible to be of a much 
more generalized nature and character. An employee who desires entry into 
the permanent service of the employer will upon entry have a likely span of 
service spread out over a large number of years between absorption into regular 
service and superannuation. Therefore, when considering whether to grant 
permanent absorption or regularization the employer as a part of the 
requirement for absorption can stipulate that the employee must be in a 
condition of health which is “medically fit”. An employee who at or prior to the 
date of entry into service as a permanent employee is detected to be suffering 
from a serious form of ailment or disease will not meet the medical standards 
for entry into permanent service. 


HELD: 


Justice Tipnis pronounced the judgement wherein he mentioned that 
initially, the petition was filed disclosing the name of the petitioner as well as 
the name of the respondent-Corporation. Thereafter, upon specific motion, 
the Division Bench passed an order permitting the petitioner to prosecute the 
petition by suppressing his indentity and, therefore, as “Mr. MX” and also the 
respondent-Corporation as “XY”. 


Therefore, whether a particular petitioner should be allowed to prosecute 
his petition by suppressing his identity will depend on the facts of each particular 
case and as has been done in the present case, after filing the petition disclosing 
the full particulars of name and address of the petitioner as required under the 
rules, the petitioner may take out a Notice of Motion or make an application to 
the Court seeking orders from the Court to suppress his identity and to prosecute 
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the petition in an assumed name. Whether the petitioner should be so permitted 
will obviously depend upon the facts and circumstances of each particular case. 


The judgement further stated the following — “No person can be deprived 
of his right to livelihood except according to procedure established by law. 
Obviously, such procedure established by law has to be just, fair and reasonable. 
In other words, such procedure also must pass the rigour of Art. 14. The rule 
providing that person must be medically fit before he is employed or to be 
continued while in employment is, obviously, with the object of ensuring that 
the person is capable of or continues to be capable of performing his normal job 
requirements and that he does not pose a threat or health hazard to the persons 
or property at the workplace.” 


Based upon the facts of the case and the material on record, the Court 
held that it clearly showed that even according to medical opinion, the petitioner 
was found fit for his normal duties, viz., loading of drums in trucks and he did 
not pose any threat or risk to any persons at workplace. Therefore, on the 
basis of the facts and circumstances and the material on record, the order 
deleting the name of the petitioner from the panel of casual labourers to be 
regularised or absorbed was held to be clearly arbitrary unjust and unlawful 
and the same was quashed. A direction that the Corporation shall, on the basis 
of the medical opinion on the aforesaid aspects in respect of the petitioner, 
consider appointing him in the regular post if found medically fit was also 
granted. 
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COMMON CAUSE 
VS. 
UNION OF INDIA 


(1996) 1 Supreme Court Cases 753 
FACTS: 


In this petition filed by way of Public Interest Litigation under Article 32 
of the Constitution the petitioner has highlighted the serious deficiencies and 
shortcomings in the matter of collection, storage and supply of blood through 
the various blood centres operating in the country and has prayed that an 
appropriate writ order or direction be issued directing the Union of India and 
the States and the Union Territories, who have all been impleaded as 
respondents in this petition, to ensure that proper positive and concrete steps 
in a time-bound programme are immediately initiated for obviating the 
malpractices, malfunctioning and inadequacies of the blood banks all over the 
country and to place before this Court a specific programme of action aimed at 
overcoming the deficiencies in the operation of blood banks. 


ISSUES: 


During the course of the hearing of this petition, the petitioner submitted 
a draft scheme and a scheme was also submitted by the Union of India. In the 
affidavit filed by Dr. Shiv Lal, Additional Director, National Aids Control 
Organisation, along with the scheme, it was stated that the Central Council of 
Health, in which the State Health Ministers are members, is the highest forum 
for policy framework and that the said Council has given guidelines in respect 
of blood bank and transfusion service and its recommendations are as under: 


1. Tobuild up adequate blood banking services at State/District level including 
provision of trained/qualified manpower. Necessary action should be 
initiated in right earnest for achieving the objective in view. 


2. Toeducate and motivate people about blood donation on a voluntary basis. 
3. To provide adequate encouragement to voluntary donors. 


4. Toenforce quality control of blood in all its facets of collection, distribution 
and storage.” 
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HELD: 


Justice S.C. Agarwal delivered the judgement wherein it was stated as 
follows — “Blood is an essential component of the body which provides sustenance 
to life. There can be no greater service to humanity than to offer one’s blood to 
save the lives of other fellow human beings. At the same time blood, instead of 
saving life, can also lead to death of the person to whom the blood is given if 
the blood is contaminated. As a result of developments in medical science it is 
possible to preserve and store blood after it has been collected so that it can be 
available in the case of need. There are blood banks which undertake the task 
of collecting, testing and storing the whole blood and its components and make 
the same available when needed. In view of the dangers inherent in supply of 
contaminated blood it must be ensured that the blood that is available with the 
blood banks for use is healthy and free from infection. 


Keeping in view the potentialities of the harm in the prevailing state of 
affairs and the need for speedy action in this regard, we consider it appropriate 
to give the following directions: 


1. The Union Government shall take steps to establish forthwith a National 
Council of Blood Transfusion as a society registered under the Societies 
Registration Act. It would be a representative body having in it 
representation from the Director General of Health Services of the 
Government of India, the Drug Controller of India, Ministry of Finance in 
the Government of India, Indian Red Cross Society, private blood banks 
including the Indian Association of the Blood Banks, major medical and 
health institutions of the country and non-government organisation active 
in the field of securing voluntary blood donations. In order to ensure 
coordination with the activities of the National Aids Control Organisation, 
the Additional Secretary in the Ministry of Health, who is in charge of the 
operations of the programme of National Aids Control Organisation for 
strengthening the blood banking system could be the President of the 
National Council. 


2. The National Council shall have a Secretariat at Delhi under the charge of 
a Director. 


3. The basic requirements of the funds for the functioning of the National 
Council shall be provided by the Government of India but the N ational 
Council shall be empowered to raise funds from various other sources 
including contributions from trade, industry and individuals. 
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In consultation with the National Council, the State Governments/Union 
Territory Administrations shall establish a State Council in each State/ 
Union Territory which shall be registered as a society under the Societies 
Registration Act. The State Council should be a representative body having 
in it representation from Directorate of Health Services in the State, State 
Drug Controller, Department of Finance of the State Government/Union 
Territory Administration, important medical institutions in the State/Union 
Territory, Indian Red Cross Society, private blood banks, non-governmental 
organisations active in the field of securing voluntary blood donations. The 
Secretary to the Government in charge of the Department of Health could 
be the President of the State Council. 


The State Council should have its headquarters at the premises of the 
premier medical institution or hospital in the State/Union Territory and 
should function under the charge of a Director. 


The funds for the State Council shall be provided by the Union of India as 
well as the State Government/Union Territory Administration. The State 
Council shall also be empowered to collect funds in shape of contributions 
from trade, industry and individuals. 


The programmes and activities of the National Council and the State 
Councils shall cover the entire range of services related to operation and 
requirements of blood banks including the launching of effective motivation 
campaigns through utilisation of all media for stimulating voluntary blood 
donations, launching programmes of blood donation in educational 
institutions, among the labour, industry and trade, establishments and 
organisations of various services including civic bodies, training of personnel 
in relation to all operations of blood collection, storage and utilisation, 
separation of blood groups, proper labelling, proper storage and transport, 
quality control and archiving system, cross-matching of blood between 
donors and recipients, separation and storage of components of blood, and 
all the basic essentials of the operations of blood banking. 


The National Council shall undertake training programmes for training of 
technical personnel in various fields connected with the operation of blood 
banks. 


The National Council shall establish an institution for conducting research 
in collection, processing, storage, distribution and transfusion of whole 
human blood and human blood components, manufacture of blood products 
and other allied fields. 
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The National Council shall take steps for starting special postgraduate 
courses in blood collection, processing, storage and transfusion and allied 
fields in various medical colleges and institutions in the country. 


In order to facilitate the collection of funds for the National Council and 
the State Councils, the Government of India (Ministry of Health and Ministry 
of Finance) should find out ways and means to secure grant of 100% 
exemption from income tax to the donor in respect of donations made to 
the National Council and the State Councils. 


The Union Government and the Governments of the States and Union 
Territories should ensure that within a period of not more than one year 
all blood banks operating in the country are duly licensed and if a blood 
bank is found ill-equipped for being licensed, and remains unlicensed after 


-the expiry of the period of one year, its operations should be rendered 


impossible through suitable legal action. 


The Union Government and the Governments of the States and Union 
Territories shall take steps to discourage the prevalent system of 
professional donors so that the system of professional donors is completely 
eliminated within a period of not more than two years. 


The existing machinery for the enforcement of the provisions of the Act 
and the Rules should be strengthened and suitable action be taken in that 
regard on the basis of the Scheme submitted by the Drugs Controller (I) to 
the Union Government for upgradation of the Drugs Control Organisation 
in the Centre and the States (Annexure II to the affidavit of Shri R. 
Narayanaswami, Assistant Drug Controller, dated 16-9-1994). 


Necessary steps be taken to ensure that Drugs Inspectors duly trained in 
blood banking operations are posted in adequate numbers so as to ensure 


periodical checking of the operations of the blood banks throughout the 
country. 


The Union Government should consider the advisability of enacting a 
separate legislation for regulating the collection, processing storage, 


distribution and transportation of blood and the operation of the blood banks 
in the country. 


The Director General of Health Services in the Government of India, 
Ministry of Health shall submit a report by 15-7-1996 about the action taken 
in pursuance of these directions. 
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18. It will be open to the Director General of Health Services, Government of 
India as well as the National Council to seek clarification/modification of 
these directions or further directions in this matter.” 


The writ petition was disposed of with these directions. No order as to 
costs was made. 
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MR. X 
VS. 
HOSPITAL Z 
(1998) 6 SCALE 230 


FACTS: 


In 1995 the appellant proposed marriage to one Ms. Akali, which was 
accepted and the marriage was proposed to be held on December 12, 1995. But 
the marriage was called off on the ground of blood test conducted at the 
respondent’s hospital in which the appellant was found to be HIV(+). The 
appellant went again to the respondent’s hospital at Madras where several 
tests were conducted and he was found to be HIV (+). Since the marriage had 
been settled but was subsequently called off, several people including members 
of the appellant’s family and persons belonging to his community became aware 
of the appellant’s HIV (+) status. This resulted in severe criticism of the appellant 
and the community ostracized him. This appellant left Kohima (Nagaland) around 
November 26, 1995 and started working and residing at Madras. 


The appellant then approached the National Consumer Disputes Redressal 
Commission for damages against the respondents, on the ground that the 
information which was required to be kept secret under Medical ethics was 
disclosed illegally and therefore, the respondents were liable to pay damages. 
The Commission dismissed the Petition as also the application for interim 
relief summarily by order dated 3" July, 1998 on the ground that the appellant 
may seek his remedy in the civil court. 


ISSUE: 


Learned counsel for the appellant has vehemently contended that the 
principle of “duty of care”, as applicable to persons in medical profession, includes 
the duty to maintain confidentiality and since this duty was violated by the 
respondents, they are liable in damages to the appellant. It was also contended 
that the appellant’s right of privacy has been infringed by the respondents by 


disclosing that the appellant was HIV(+) and, therefore, they are liable in 
damages. 


HELD: 


J ustice S. Saghir Ahmad laid down the judgement in the following terms 
~ “Infringement of ‘Suspended Right to marry’ cannot be legally compensated 
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by damages either in Torts or common law, is our answer to the problem 
raised in this appeal which is based on the peculiar facts of its own.” 


He further stated that — “It is true that in the doctor-patient relationship, 
the most important aspect is the doctor’s duty of maintaining secrecy. A doctor 
cannot disclose to a person any information regarding his patient, which he 
has gathered in the course of treatment nor can the doctor disclose to anyone 
else the mode of treatment or the advice given by him to the patient. The 
argument of the learned counsel for the appellant, that the respondents were 
under a duty to maintain confidentiality on account of the Code of Medical 
Ethics formulated by the Indian Medical Council cannot be accepted as the 
proposed marriage carried with it the health risk to an identifiable person who 
had to be protected from being infected with the communicable disease from 
which the appellant suffered. The right to confidentiality, if any, vested in the 
appellant was not enforceable in the present situation.” 


He further stated that the Right of Privacy may, apart from contract 
also arise out of a particular specific relationship which may be commercial, 
matrimonial or even political. As already discussed above, Doctor-patient 
relationship, though basically commercial, is, professionally, a matter of 
confidence and, therefore, Doctors are morally and ethically bound to maintain 
confidentiality. In such a situation, public disclosure of even true private facts 
may amount to an invasion of the Right of Privacy which may sometimes lead 
to the clash of person’s “right to be let alone’ with another person’s right to be 
informed. 


He laid down that the emphasis in practically all systems of marriage is 
on a healthy body with moral ethics. It was further stated that — “Once the law 
provides the “venereal disease” as a ground for divorce to either husband or 
wife, such a person who was suffering from that disease, even prior to the 
marriage cannot be said to have any right to marry so long as he is not fully 
cured of the disease. Ifthe disease, with which he was suffering, would constitute 
a valid ground for divorce, was concealed by him and he entered into marital 
ties with a woman who did not know that the person with whom she was being 
married was suffering from a virulent venereal disease, that person must be 
injured from entering into marital ties so as to prevent him form spoiling the 
health and, consequently, the life of an innocent woman. If that person is 
suffering from any communicable venereal disease or is impotent so that 
marriage would be a complete failure or that his wife would seek divorce from 
him on that ground, the person is under a moral, as also legal duty, to inform 
the woman with whom the marriage is proposed that he was not physically 
healthy and that he was suffering from a disease which was likely to be 
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communicated to her. In this situation, the right to marry and duty to inform 
about his ailment are vested in the same person. It is a right in respect of 
which a corresponding duty cannot be claimed against some other person. Such 
a right, for these reasons also, would be an exception to the general rule that 
every “Right” has a correlative “Duty’. Moreover, so long as the person is not 
cured of the communicable venereal disease or impotency, the RIGHT to marry 
cannot be enforced through a court of law and shall be treated to be a 
“SUSPENDED RIGHT”.” 


Another dimension that was provided were that of the Sections 269 and 
270 of the Indian Penal Code — “These two Sections spell out two separate and 
distinct offences by providing that if a person, negligently or unlawfully, does 
an act which he knew was likely to spread the infection of a disease, dangerous 
to life, to another person, then, the former would be guilty of an offence, 
punishable with imprisonment for the term indicated therein. Therefore, if a 
person suffering from the dreadful disease AIDS, knowingly marries a woman 
and thereby transmits infection to that woman, he would be guilty of offences 
indicated in Sections 269 and 270 of the Indian Penal Code.” 


The Apex Court further held that in the face of these statutory provisions, 
the appellant cannot contend that the respondents, in this situation, should 
have maintained strict secrecy. In that case, respondents’ silence would have 
made them participent criminis. 


For the reasons stated, the appeal was held to be without merits and 
was, consequently dismissed. 


8 8 26 6 3K ok 6 ok ok oe ok 


TILEM 


7. LEGISLATIVE BILLS 
TABLE OF CONTENTS 


AIDS PREVENTION BILL, 1989 


1. 


2 
3 
4. 
5 
6 
7 


Preliminary 


. Appointment of Designed Health Authorities 


Surveillance and Rehabilitation 
Miscellaneous 

Statement of Objects and Reasons 
Financial Memorandum 


Memorandum Regarding Delegated Legislation 


HIV PREVENTION BILL, 1998 OF THE KARNATAKA STATE 


i 


eb 


OS Se Se eee eee 


Short Title, Extent and Commencement 
Rights and Obligation of the HIV Infected Etc. 
HIV Prevention Board 

Disclosure and Power to Call for Information 
Power to Declare Areas under the Act 
Authorities under the Act 

Miscellaneous 

Objects And Reasons 


Estimated Expenditure 


HIV PREVENTION BILL, 1998 OF THE MAHARASHTRA 
STATE 


i. 


Short Title, Extent and Commencement 


TILEM 
4 4 


106 Stakeholders Consultation 


2. Rights and Obligation of the HIV Infected Etc. 
3. HIV Prevention Board 

4. Disclosure and Power to Call for Information 
5. Power to Declare Areas under the Act 

6. Authorities under the Act 

7. Miscellaneous 

8. Objects And Reasons 


TILEM 


Legislative Bills 107 


THE ACQUIRED IMMUNO DEFICIENCY 
SYNDROME (AIDS) PREVENTION BILL, 1989 
Bill No. XX of 1989 


A BILL to provide for the prevention and control of the spread of Human 
Immuno Deficiency Virus (HIV) infection and to provide for specialised medical 
treatment and social support to, and rehabilitation of, persons suffering from 
Acquired Immuno Deficiency Syndrome (AIDS) and for matters connected 
therewith and incidental thereto. 


BE it enacted by Parliament in the Fortieth Year of the Republic of India 
as follows:- 


CHAPTER I 
PRELIMINARY 


1. Short title, extent and commencement 


(1) This Act may be called the Acquired Immuno Deficiency Syndrome (AIDS) 
Prevention Act, 1989. 


(2) It shall extend to the whole of India except the State of Jammu and Kashmir. 


(3) It shall come into force on such date as the Central Government may, by 
notification in the Official Gazette, appoint. 


2. Definitions 
In this Act, unless the context otherwise requires,- 


(a) “AIDS” means Acquired Immuno Deficiency Syndrome in a person resulting 
from HIV infection; 


“designated health authority” means an authority designated as such by a 
State Government under section 3; 


(b 


— 


(c) “HIV” means Human Immuno Deficiency Virus; 


(d) “HIV infection” means the presence in the body of a person of HIV 
antibodies or antigens detected on the basis of test; 


—— 


(e) “prescribed” means prescribed by rules made under this Act; 
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(f) “registered medical practitioner” means a medical practitioner who possesses 
any recognised medical qualification as defined in clause (h) of section 2 of 
the Indian Medical Council Act, 1956 and whose name has been entered in 
a State Medical Register; 


(g) “surveillance centre” means a surveillance centre established under section 
8; 


(h) “test” means a serological procedure followed for detection of HIV antibodies 
or antigens in the body of a person. 


CHAPTER II 
APPOINTMENT OF DESIGNATED HEALTH AUTHORITIES 


3. Appointment of designated health Authorities by State 
Governments 


Every State Government shall, by notification in the Official Gazette, 
appoint such person or authority as it may deem fit as the designated health 
authority and define the local limits within which such authority shall exercise 
the powers and discharge the functions conferred or imposed on it by or under 
this Act. 


4. Registered medical practitioner to give information 


Every registered medical practitioner who, in the course of his practice 
becomes cognizant of the existence of any case of HIV infection in a person, a 
person suffering from AIDS or a drug addict in any private or public dwelling, 
hospital, nursing home or any other place, shall give information of such person 
in such form and manner as may be prescribed and with the least practicable 
delay to the designated health authority within whose local limits he is 
practising. 


Explanation. — For the purposes of this section, “drug addict” means an 
addict within the meaning of the Narcotic Drugs and Psychotropic Substances 
Act, 1985. 


5. Power of designated health authority to call for information, 
etc. 


On the receipt of information under section 4 or from any other source, 


the designated health authority shall have the power to direct the person 
referred to in section 4 — 
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(a) to furnish such information as that authority may require from him for 
initiating action under section 7 and section 9; 


(b) to submit himself for test; 


(c) toremove himself forthwith to a hospital or other place for special care and 
medical treatment where the authority considers it necessary so to do in 
the interests of such person and also to prevent the spread of HIV infection. 


Explanation. - For the purposes of this section “drug addict” means an 
addict within the meaning of the Narcotic Drugs and Psychotropic Substances 
Act, 1985. 


6. Test of persons belonging to certain categories 


The designated health authority may, having regard to, the kinds of persons 
frequenting, or living in, any area or areas within its local limits, who are 
exposed to greater risk of acquiring or transmitting HIV infection or, any other 
relevant consideration, provide facilities and make necessary arrangements 
for such persons to undergo test. 


7. Steps to be taken by designated health authority 


The designated health authority shall, on receipt of information under 
section 4 or from any other source, take steps to provide for — 


(a) counselling by qualified and specially trained person; (b) health 
education; (c) specialised medical treatment; (d) periodical clinical and serological 
follow-up action; (e) social support including rehabilitation; to the HIV infected 
persons and persons suffering from AIDS and also take such other precautionary 
steps to prevent the spread of HIV infection as it may deem necessary. 


CHAPTER III 
SURVEILLANCE AND REHABILITATION 
8. Establishment of Surveillance Centres 


The Central Government, after consultation with a State Government 
may, by notification in the Official Gazette, establish one or more surveillance 
centres in the State for the purposes of this Act. 
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9. Surveillance centres to conduct survey and to report cases 
of HIV infection to designated health authority. 


(1) Every surveillance centre shall conduct clinical or laboratory tests or shall 
cause such tests to be conducted for the purposes of detecting, determining 
or monitoring the rate of HIV infection or for identifying the persons so 
infected amongst the general public or selected groups of persons. 


(2) Where a person has been detected to be having HIV infection or as suffering 
from AIDS, the designated health authority may require the surveillance 
centre to take steps to trace the sources from which such person has acquired 
HIV infection and the sources through which he might have transmitted 
the infection to others. 


CHAPTER IV 
MISCELLANEOUS 
10. Bar to donation of blood, organ, etc. 


(1) No person who knows that he is infected with HIV or is suffering from 
AIDS shall donate his blood, any organ or semen to any blood bank, hospital, 
laboratory or any other institution. 


(2) No professional blood donor shall give blood to any blood bank, hospital, 
laboratory or any other institution unless he has got his blood tested every 
time he gives blood for the presence of HIV antibodies in his blood and such 
test has proved that it is free from HIV antibodies. 


Explanation.— For the purposes of this section, the expression 
“professional blood donor” means a person who gives his blood more than once 
within a period of three months and for monetary consideration. 


11. Protection of action taken in good faith 


No, suit, prosecution or other legal proceeding shall lie against the 
designated health authority or any person for anything which is in good faith 
done or intended to be done under this Act. 


12. Power to make rules 


(1) The Central Government may, by notification in the Official Gazette, make 
rules for carrying out the provisions of this Act. 


(2) In particular, and without prejudice to the generality of the forgoing power, 
such rules may provide for all or any of the following matters, namely:- 
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(a) the form and manner in which particulars regarding the persons infected 
with HIV or persons suffering from AIDS or drug addicts may be sent 
to the designated health authority under section 4; 


(b) the qualifications and experience of persons who may be appointed 
under section 7; 


(c) the qualifications and experience of — 
(i) doctors and nurses; and 


(ii) laboratory technicians and other technical personnel, associated 
with surveillance centres, hospitals or other places meant for the 
special care and treatment of persons infected with HIV or persons 
suffering from AIDS; 


(d) the facilities and equipments required to be provided at a surveillance 
centre for the purposes of section 9; 


(e) any other matter which is required to be, or may be, prescribed. 


Every rule made under this Act shall be laid, as soon as may be after it is 
made, before each House of Parliament, while it is in session, for a total 
period of thirty days which may be comprised in one session or in two or 
more successive sessions and if, before the expiry of the session immediately 
following the session or the successive sessions aforesaid, both Houses 
agree in making any modification in the rule or both Houses agree that the 
rule should not be made, the rule shall thereafter have effect only in such 
modified form or be of no effect, as the case may be; so, however, that any 
such modification or annulment shall be without prejudice to the validity 
of anything previously done under that rule. 


STATEMENT OF OBJECTS AND REASONS 


1. Acquired Immuno Deficiency Syndrome more commonly known as AIDS; 


has of late assumed proportions of a major health hazard in several parts of 
the world. No vaccine is presently available for affording immunisation 
against the virus nor is it possible to cure the disease which invariably 
results in death. The World Health Organisation estimates that 5-10 million 
people have already been infected by HIV throughout the world. 


In India, a surveillance programme on AIDS was initiated in 1985. Till 31* 
July 1989, 3.33 lakhs persons mainly belonging to “high risk groups” like 
sexually promiscuous men and women have been screened and 1,392 
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individuals were found to have HIV infection. The long incubation period 
(about 8 years) renders identification based on clinical symptoms alone 
inadequate at the initial stage of infection. Therefore, surveillance based 
on serology is necessary to prevent the spread of HIV, which causes AIDS. 


3. Having regard to the potential of rapid spread of infection and the mode of 
its transmission, it is necessary to take effective measures to prevent the 
spread of HIV, by detecting persons infected, preventing transmission by 
them of infection to others and by providing counselling, health education, 
and social support to, and rehabilitation of, infected persons. 


4. The Bill seeks, inter alia — 


(a) to appoint designated health authorities to carry out the provisions of 
the Act, who will be authorised to demand information from infected 
persons, and provide health education, counselling, treatment, social 
support to, and rehabilitation of, infected persons; 


(b) to require registered medical practitioners to report to the designated 
health authority cases of HIV infection, drug addicts, and AIDS to enable 
such authority to initiate preventive action; 


(c) to provide for the establishment of surveillance centres after 
consultation with the State Governments for conducting surveys to 
detect the presence of HIV infection among high risk groups and the 
general population. 


5. The Bill seeks to achieve the above objects. 

Rafique Alam 
Minister of State in the Ministry of Health and Family Welfare New Delhi. 
The 14 August, 1989 

FINANCIAL MEMORANDUM 


1. Clause 5 of the Bill provides that the designated health authority shall 


have power to direct certain persons for test with respect to detecting HIV 
infection or AIDS. 


2. Inorder to provide counselling facilities under clause 7, qualified and trained 
personnel will have to be appointed. On their salaries, etc., Rs. 100 lakhs of 
recurring expenditure is anticipated. Clause 7 further provides for health 
education, specialised medical treatment, periodical clinical and serological 


TTLEM 


Legislative Bills 113 


follow-up action and social support to and rehabilitation of HIV infected 
persons and persons suffering from AIDS. On all these matters an 
expenditure of Rs. 530 lakhs of non-recurring nature and Rs. 155 lakhs of 
recurring nature will be involved. 


In order to provide test facilities and equipments to surveillance centres, 
under clause 9, an expenditure of Rs. 775 lakhs would be required, out of 
which Rs. 180 lakhs will be of the nature of non-recurring and Rs. 595 
lakhs will be of recurring nature. 


Apart from the above, no other expenditure of recurring or non-recurring 
nature from the Consolidated Fund of India is envisaged. 


MEMORANDUM REGARDING DELEGATED LEGISLATION 


Clause 12 of the Bill empowers the Central Government to make rules to 


provide for — 


(a) 


(b) 


(c) 


the form and manner in which particulars regarding persons infected with 
HIV or persons suffering from AIDS may be sent to the designated health 
authority under clause 4; 


the facilities and equipments required to be provided at a surveillance centre 
for the purposes of clause 9; 


the qualifications and experience of — 
(i) doctors and nurses; and 


(ii) laboratory technicians and other technical personnel, associated with 
surveillance centres, hospitals or other places meant for the special 
care and treatment of persons infected with HIV or persons suffering 
from AIDS. 


The matters in respect of which rules may be made are of administrative 
detail. The delegation of legislative power is, therefore, of a normal 
character. 
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HIV PREVENTION BILL, 1998 
OF THE KARNATAKA STATE 


A Bill to provide for the promotion of social security through the prevention 
and control of the spread of the Human Immuno Deficiency Virus (HIV) infection 
and to provide for specialized medical treatment and social can and rehabilitation 
of persons suffering from the said infection and for matter connected therewith 
and incidental thereto. 


Whereas the Human Immuno Deficiency Virus (HIV) infection is spreading 
in certain areas of the State of Karnataka at an alarming rate causing serious 
concerns of public health; 


And whereas the health needs of the general public, and the care and 
protection of those who do not have the disease, should be balanced with the 
needs of individuals with the disease, in a manner that allows for the infected 
individuals to receive optimal medical care and for public health services to 
protect the uninfected. 


Be it enacted by the Karnataka State Legislation in the ................ year of 
the republic of India as follows:- 


CHAPTER - I 
1. Short title, Extent and Commencement: 


(1) This Act may be called the Human Immuno Deficiency (HIV) Virus 
Prevention Act, 1997. 


(2) It shall extend to the whole of the State of Karnataka 


(3) It shall come into force on such date as the State Government may by 
notification in the official Gazette specify and different dates may be so 
specified for different areas of the State. 


2. Definition:- 
In this Act, unless the context otherwise requires:- 


(a) “AIDS” means Acquired Immuno Deficiency Syndrome in a person resulting 
from HIV infection. 


(b) “Board” means the HIV. Prevention Board established under section C. 
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Director of HIV. Control means the person appointed as such Director under 
Section. 


Deputy Director of HIV. Control means such Deputy Director appointed 
under Section. 


“Declared Area” means any area declared under section-the Act as a high 
risk HIV. infection area. 


“HIV” means the Human Immuno Deficiency Virus. 


“HIV infection” means the presence in the body of a person of HIV. antibodies 
or antigens detected on the bais of text or otherwise and includes any 
condition arising from such infection. 


“HIV Prevention Board” means the HIV. Prevention Board established 
under section. 


“Registered Medical Practitioner” means a medical practitioner who 
processes any recognised medical qualification as defined in Clause(h) of 
section 2 of the Indian Medical Council Act, 1956 and whose name has been 
entered in a State Medical Register. 


“Test” means a serological or other procedure followed for detection of HIV 
antibodies or antigems in the body of a person. 


CHAPTER - II 


RIGHTS AND OBLIGATION OF THE HIV INFECTED ETC. 


3. Protection from enforcement of Social disabilities:- 


(1) 


No person shall on the ground of HIV infection enforce against any person 
any disability with regard to: 


(a) access to any shop, public restaurant, hotel or place of public 
entertainment; or 


(b) the use of any utensils, and other articles kept in any public restaurant, 
hotel or public place for the use of the general public. 


(c) the practice of any profession, or the carrying on of any occupation, 
trade business or any employment in any job. 


(d) the use of or access to any river, stream, spring well, tank cistern 
water tap or other watering space, or any bathing ghat, burial or 
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cremation ground, any sanitary convenience, or any other place of 
public resort which other members of the public have a right to use or 
have access to; or 


(e) the use of or access the any public conveyance. 


4, Intentional transmission of HIV: 


(1) 


(2) 


(3) 


(4) 


(1) 


(2) 


No person who knows or in all reasonable probability would have known 
that he has HIV infection shall intentionally or knowingly engage in any 
practice or behaviour or do or abstain from doing any act, which places or 
has a tendency to place any other person at risk of HIV infection. 


Whoever contravenes sub section (1) shall, regardless of whether such 
practice or behavior or act has actually transmitted the infection to such 
other person, be punished with imprisonment for a term of not less than 
six months and no more than one year and also with fine which shall not be 
less than five thousand rupees and not more than twenty five thousand 
rupees. 


Any court sentencing a person to fine under sub section (2) may award 
such fine or any part thereof as compensation to the person placed at risk 
of HIV infection. 


The compensation awarded under sub section (3) shall be in addition to and 
not in derogation of any compensation to which such person is entitled, if 
any, under any other law for the time being in force. 


. Rights and Obligation of Health Professionals: 


Any Medical Practitioner performing any invaiwe medical procedure on 
any person, if, any, such procedure would place such practitioner at risk of 
becoming infected with HIV, refuse to perform the procedure unless such 
person undergoes a test for HIV infection and the practitioner is informed 
of the results such test. 


Every Medical practitioner who knows that he has HIV infection shall before 
performing any invaiwe medical procedure on a person inform him of the 
said infection. 
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CHAPTER - III 
HIV PREVENTION BOARD 
6. Establishment of HIV Prevention Board 


(1) There shall established by notification in the official gazette, an HIV 
Prevention Board consisting of:- 


(a) Director of Health and Family Welfare Services Ex.- Officio.-Chairman 
(b) Director of HIV Control-Ex. Officio-Secretary 


(c) One person nominated by the Government of India having experience 
in the prevention and control of HIV infection. 


(d) One Medical Practitioner with special experience in the field of 
communical diseases nominated by the State Government. 


(e) Two social workers, of whom at least one shall be a woman, nominated 
by the State Government having served in the area of health and 
sexually transmitted disease. 


(f) One representative from a woman’s organisation nominated by the 
State Government. 


(g) Two persons who have done special service in the field of mass education 
and rural education. 


(2) The members of the HIV Prevention Board, other than the Ex-Officio 
members shall hold office for a period of two years, subject to the pleasure 
of the State Government. 


(3) The emoluments and the terms and conditions of the Board shall be such 
as may prescribed. 


7. Objects and Functions of the HIV Prevention Boara:- 


The object and functions of the HIV Prevention Board are as follows, 
namely:- 


(a) The performance of statistical and epidemiological analysis and survey of 
the incidence of HIV infection in the State of Karnataka. 


(b) The performance of statistical and epidemiological analysis and survey of 
the demographic characteristics of the population of individuals in the State 
who have the disease. 


TILEM 


118 Stakeholders Consultation 


(c) The aninment of the adequacy of prevention services in the State with 
respect to the disease of HIV infection. 


(d) Periodical reports and suggestions to the State Government in the matter 
of measures to be taken with for the prevention and control and eradication 
of HIV infection and the treatment of persons infected with the disease. 


(e) Subject to such rules as may be prescribed, the HIV Prevention Board may 
appoint such staff as may be necessary to carry out its objects and functions. 
The terms and conditions of their shall be such as may be prescribed. 


CHAPTER - IV 
DISCLOSURE AND POWER TO CALL FOR INFORMATION 
8. Disclosure of Information relating to HIV infection;- 


(1) Every person cognizant of his being infected with HIV shall within such 
time and in such manner as may be prescribed give information of such 
infection to the Deputy Director having jurisdiction over the area. 


(2) Every Medical practitioner, who in the course of his practice becomes 
cognizant of the existence of any HIV infection in a person shall five 
information of such person within such time and in such manner as may be 
prescribed to the Deputy Director having jurisdiction over the area. 


(3) Every person in charge of public dwelling place, a hospital or a nursing 
home, shall upon being cognizant of the any person in such dwelling place, 
hospital or nursing home being infected with HIV, give information such 
person within such time and such manner as may be prescribed to the 
Deputy Director having jurisdiction over the area. 


(4) Any person, who without sufficient cause, fails or neglects to furnish the 
information required to be given by him under sub section (1) to (3) of this 
section or under section 11 shall be punishable with imprisonment for a 
term of not less than one month but not exceeding three months and also 
with a fine of not less than five thousand rupees but not more than twenty 
five thousand rupees. 


(5) The Deputy Director shall from time to time report to the Director and the 
Board the prevalence of HIV in any area on the basis of the information 
attained under this section. 
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9. The information under section 8 to be confidential:- 


Any person who during the course of his duty is punished with or becomes 
aware of any information relating to the presence of HIV infection shall maintain 
confidentiality in respect of such information. 


Provided that nothing in the section shall prevent the use of such 
information by such person in the manner provided by or under the Act for the 
purpose of implementation of the provisions thereof. 


CHAPTER V 
POWER TO DECLARE AREAS UNDER THE ACT 
10. Power to declare Areas as High Risk Area: 


If the State Government is satisfied on the basis of information obtained 
from the Board or the Director or otherwise that the incidence of HIV in any 
area, is so high as to expose the public in the area to a high risk of HIV infection, 
it may by notification declare such area as a HIV high risk area. 


11. Power of the Deputy Director to call for information: 


The Deputy Director having jurisdiction over any area declared under 
section 10, shall upon being satisfied on the basis of information attained under 
this act, that any person is infected or is reasonably suspected to be infected 
with HIV have the power to direct such person. 


(a) to furnish such information as the Deputy Controller may require for 
initiating action under section 12 and 13; 


(b) to submit himself for test, 


(c) toremove himself forthwith to a hospital or other place for special care and 
medical treatment, which the Deputy Controller consider it necessary so 
to do in the interests of such person and to prevent the spread of HIV 
infection; whereupon the person so directed shall act in complacence with 
such direction. 


12. Facilities and Arrangements for test: 


The Director shall, in any declared area, provide facilities and make 
arrangements in the prescribed manner for undergoing test for the detection 
or confirmation of HIV infection in any person. 
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13. Steps to be taken in the declared area: 
The Director shall, 
(1) Take steps in any declared area provide for: 
(a) Counselling by qualified and specially trained persons; 
(b) health education 
(c) Specialized medical treatment for the HIV infected 


(d) Periodical clinical and serological follow up action to the HIV infected 
persons. 


(e) Social support including rehabilitation, to the HIV. infected person and 
those suffering from AIDS. 


(2) Take such other action for prevention of the spread of AIDS in such area as 
he may consider necessary. 


CHAPTER -VI 
AUTHORITIES UNDER THE ACT: 
14. Director of HIV control- 


(1) There shall be Director of HIV control for the State of Karnataka appointed 
by the Government of Karnataka to exercise such powers and perform 
such functions as may be prescribed in relation to the prevention and control 
of HIV infection and the care and rehabilitation of the infected. 


(2) The qualification and the terms and conditions of service of the Director 
shall be such as may be prescribed. 


(3) The State Government may provide such number of staff with such 
qualification for appointment and on such conditions of service as may be 
prescribed. 


15. Deputy Directors of HIV Control; 


(1) There shall be such number of Deputy Director of HIV control functioning 
under the Director, appointed by the State Government for different areas 
in the State, to exercise such powers and perform such function as may be 
prescribed. 


(2) The qualification and the term and condition of service of the Deputy 
Director shall be such as may be prescribed. 
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(3) The State Government may provide such number of staff with such quali- 
fication for appointment and such conditions of service as may be pre- 
scribed. 


CHAPTER VII 
MISCELLANEOUS 
16. Power to donation of Blood, Organ ete. 


(1) No person, who knows that he is infected with HIV or he is suffering from 
AIDS, shall donate his blood, organ or semen to any blood bank, hospital, 
laboratory or any other institution. 


(2) No professional blood donor shall give blood to any blood bank, hospital, 
laboratory or any other institution unless he has got his blood tested every 
time he gives blood for presence of HIV antibodies in his blood and such 
test has proved that it is free from HIV antibodies. 


Explanation: 


For the purpose of this action, the expression “professional blood donor” 
means a person who gives his blood more than once within a period of three 
months and for monitory consideration. 


17. Protection of action taken in good faith 


No suit, prosecution or other legal proceeding shall lie against any person 
of the Board or the Director of HIV control or Deputy Director of HIV control 
any person for anything which is in good faith done or intended to be done 
under this Act. 


18. Removal of difficulties 


The State Government may, within a period of one year from the 
commencement of this Act, by Notification published in the official Gazette, 
remove any difficulty in giving effect to all or any of the provisions of this Act. 


19. Power to make rules 


(1) The State Government may, after previous publication in the official gazette, 
make rules for carrying out the provisions of this Act. 


(2) In particular and without prejudice to the generality of the foregoing power, 
such rules may provide. 
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OBJECTS AND REASONS 


(1) 


(2) 


(3 


——_J 


(4 


— 


(5 


—— 


(6) 


(7) 


(8 


—_ 


(9) 


AIDS has challenged the Medical World and it is a widely spreading disease. 
Sketching preventive measures through creating awareness in this regard. 


Creatings favourable surrounding for enabling the Victim of the “Human 
Immuno Deficiency Virus” HIV to lead his life without being subjected to 
social indifference and contempt. 


Taking measures to prevent the victim of HIV from deliberately spreading 
AIDS. 


Providing assistance for the treatment and examination of the HIV stricken 
patient. 


Constituting an HIV Control Board which shall comprise of expert Doctors, 
Social workers and Representatives from the Mass media, Empowering 
this Board to play a major role in preventing the spreading of AIDS. 


Collectings accurate facts and figures about ‘AIDS’ and setting up Information 
Centres in the State and guiding the AIDS Patients. 


Making the act of giving information about the HIV stricken persons legally 
compulsory. Keeping the information in confidence. 


Identifying the areas where more number of HIV positive persons are 
residing and so declaring. ‘Identifying it as highly vulnerable area and so 
deelaving. Subjecting any required person to undergo HIV examination, 
whenever necessary. 


Preventing the HIV stricken person from donating blood, part of body; 
preventing professional blood donation. 


(10)Improving the peoples’ knowledge about HIV ; making them be watchful 


about its spreading; and accelerating the Government machinery in the 
service of the HIV patients. 


I move this Bill for the above mentioned objects and reasons. 


Sd/- 

H.K. Patil, 
Leader of opposition 
Legislative Council. 
H.C. RUDRAPPA, 

Secretary. 
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ESTIMATED EXPENDITURE 
C 2oer J MORAN vin) @OeE) vO 5 Anema 
1. Director of HIV control and his staff Rs. 42,65,000.00 
(State Head Quarters) 


Rs. 53,46,000.00 


2. Deputy Directors-27 
(1 for each district) 
(@ Rs. 1,98,000/-) 


3. HIV Control Board Rs. 5,00,000.00 


4. Programme Planning & Implementation Rs. 5,00,00,000.00 
(PUDICIEWEREeEEeESeUC.) 000 a steenae Qyarenmmeninn 


Rs. 6,01,11,000.00 
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MAHARASHTRA STATE HUMAN IMMUNO 
DEFICIENCY VIRUS (HIV) PREVENTION BILL 1998 


A Bill to provide for the promotion of social security through the prevention 
and control of the spread of the Human Immuno Deficiency Virus (HIV) infection 
and to provide for specialized medical treatment and social can and rehabilitation 
of persons suffering from the said infection and for matter connected therewith 
and incidental thereto. 


Whereas the Human Immuno Deficiency Virus (HIV) infection is spreading 
in certain areas of the State of Maharashtra at an alarming rate causing serious 
concerns of public health; 


And whereas the health needs of the general public, and the care and 
protection of those who do not have the disease, should be balanced with the 
needs of individuals with the disease, in a manner that allows for the infected 
individuals to receive optimal medical care and for public health services to 
protect the uninfected. 


Be it enacted by the Maharashtra State Legislation in the ................ year 
of the republic of India as follows:- 


CHAPTER - I 
1. Short title, Extent and Commencement: 


(1) This Act may be called the Human Immuno Deficiency (HIV) Virus 
Prevention Act, 1997. 


(2) It shall extend to the whole of the State of Maharashtra 


(3) It shall come into force on such date as the State Government may by 
notification in the official Gazette specify and ee dates may be so 
specified for different areas of the State. 


2. Definition:- 
In this Act, unless the context otherwise requires:- 


(a) “AIDS” means Acquired Immuno Deficiency Syndromeina \ person resulting 
from HIV infection. 


(b) “Board” means the HIV Prevention Board established under section C. 


(c) Director of HIV Control means the person appointed as such Director under 
Section. 
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(d) Deputy Director of HIV Control means such Deputy Director appointed 
under Section. 


(e) “Declared Area” means any area declared under section-the Act as a high 
risk HIV infection area. 


(f) “HIV” means the Human Immuno Deficiency Virus. 


(g) “HIV infection” means the presence in the body of a person of HIV antibodies 
or antigens detected on the bais of text or otherwise and includes any 
condition arising from such infection. 


(h) “HIV Prevention Board” means the HIV Prevention Board established 
under section. 


G) “Registered Medical Practitioner” means a medical practitioner who 
processes any recognised medical qualification as defined in Clause(h) of 
section 2 of the Indian Medical Council Act, 1956 and whose name has been 
entered in a State Medical Register. 


(j) “Test” means a serological or other procedure followed for detection of HIV 
antibodies or antigems in the body of a person. 


CHAPTER - II 
RIGHTS AND OBLIGATION OF THE HIV INFECTED 
3. Protection from enforcement of Social disabilities:- 


(1) No person shall on the ground of HIV infection enforce against any person 
any disability with regard to: ‘ 


(a) access to any shop, public restaurant, hotel or place of public 
entertainment; or 


(b) the use of any utensils, and other articles kept in any public restaurant, 
hotel or public place for the use of the general public. 


(c) the practice of any profession, or the carrying on of any occupation, 
trade business or any employment in any job. 


(d) the use of or access to any river, stream, spring well, tank cistern 
water tap or other watering space, or any bathing ghat, burial or 
cremation ground, any sanitary convenience, or any other place of 
public resort which other members of the public have a right to use or 
have access to; or 


(e) the use of or access the any public conveyance. 
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4. Intentional transmission of HIV: 


(1) No person who knows or in all reasonable probability would have known 
that he has HIV infection shall intentionally or knowingly engage in any 
practice or behaviour or do or abstain from doing any act, which places or 
has a tendency to place any other person at risk of HIV infection. 


(2) Whoever contravenes sub section (1) shall, regardless of whether such 
practice or behavior or act has actually transmitted the infection to such 
other person, be punished with imprisonment for a term of not less than 
six months and no more than one year and also with fine which shall not be 
less than five thousand rupees and not more than twenty five thousand 
rupees. 


(3) Any court sentencing a person to fine under sub section (2) may award 
such fine or any part thereof as compensation to the person placed at risk 
of HIV infection. 


(4) The compensation awarded under sub section (3) shall be in addition to and 
not in derogation of any compensation to which such person is entitled, if 
any, under any other law for the time being in force. 


5. Rights and Obligation of Health Professionals: 


(1) Any Medical Practitioner performing any invasive medical procedure on 
any person, if, any, such procedure would place such practitioner at risk of 
becoming infected with HIV, refuse to perform the procedure unless such 
person undergoes a test for HIV infection and the practitioner is informed 
of the results such test. 


(2) Every Medical practitioner who knows that he has HIV infection shall before 
performing any invasive medical procedure on a person inform him of the 
said infection. 


CHAPTER - III 
HIV PREVENTION BOARD 
6. Establishment of HIV Prevention Board 


(1) There shall established by notification in the official gazette, an HIV 
Prevention Board consisting of:- 


(a) Director of Health and Family Welfare Services Ex.- Officio.-Chairman 


(b) Director of HIV Control-Ex. Officio-Secretary 
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(c) One person nominated by the Government of India having experience 
in the prevention and control of HIV infection. 


(d) One Medical Practitioner with special experience in the field of 
communicable diseases nominated by the State Government. 


(e) Two social workers, of whom at least one shall be a woman, nominated 
by the State Government having served in the area of health and 
sexually transmitted disease. 


(f) One representative from a woman’s organisation nominated by the 
State Government. 


(g) Two persons who have done special service in the field of mass education 
and rural education. 


(2) The members of the HIV Prevention Board, other than the Ex-Officio 
members shall hold office for a period of two years, subject to the pleasure 
of the State Government. 


(3) The emoluments and the terms and conditions of the Board shall be such 
as may prescribed. 


7. Objects and Functions of the HIV Prevention Boarda:- 


The object and functions of the HIV Prevention Board are as follows, 
namely:- 


(a) The performance of statistical and epidemiological analysis and survey of 
the incidence of HIV infection in the State of Maharashtra. 


(b) The performance of statistical and epidemiological analysis and survey of 
the demographic characteristics of the population of individuals in the State 
who have the disease. 


(c) The aninment of the adequacy of prevention services in the State with 
respect to the disease of HIV infection. 


(d) Periodical reports and suggestions to the State Government in the matter 
of measures to be taken with for the prevention and control and eradication 
of HIV infection and the treatment of persons infected with the disease. 


Subject to such rules as may be prescribed, the HIV Prevention Board may 
appoint such staff as may be necessary to carry out its objects and functions. 
The terms and conditions of their shall be such as may be prescribed. 


a 


(e 
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CHAPTER - IV 
DISCLOSURE AND POWER TO CALL FOR INFORMATION 
8. Disclosure of Information relating to HIV infection;- 


(1) Every person cognizant of his being infected with HIV shall within such 
time and in such manner as may be prescribed give information of such 
infection to the Deputy Director having jurisdiction over the area. 


(2) Every Medical practitioner, who in the course of his practice becomes 
cognizant of the existence of any HIV infection in a person shall five 
information of such person within such time and in such manner as may be 
prescribed to the Deputy Director having jurisdiction over the area. 


Every person in charge of public dwelling place, a hospital or a nursing 
home, shall upon being cognizant of the any person in such dwelling place, 
hospital or nursing home being infected with HIV, give information such 
person within such time and such manner as may be prescribed to the 
Deputy Director having jurisdiction over the area. 


(3 


— 


(4) Any person, who without sufficient cause, fails or neglects to furnish the 
information required to be given by him under sub section (1) to (3) of this 
section or under section 11 shall be punishable with imprisonment for a 
term of not less than one month but not exceeding three months and also 
with a fine of not less than five thousand rupees but not more than twenty 
five thousand rupees. 


(5 


A 


The Deputy Director shall from time to time report to the Director and the 
Board the prevalence of HIV in any area on the basis of the information 
attained under this section. 


9. The information under section 8 to be confidential:- 


Any person who during the course of his duty is punished with or becomes 
aware of any information relating to the presence of HIV infection shall maintain 
confidentiality in respect of such information. 


Provided that nothing in the section shall prevent the use of such 
information by such person in the manner provided by or under the Act for the 
purpose of implementation of the provisions thereof. 
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CHAPTER V 
POWER TO DECLARE AREAS UNDER THE ACT 
10. Power to declare Areas as High Risk Area: 


If the State Government is satisfied on the basis of information obtained 
from the Board or the Director or otherwise that the incidence of HIV in any 
area, is so high as to expose the public in the area to a high risk of HIV infection, 
it may by notification declare such area as a HIV high risk area. 


11. Power of the Deputy Director to call for information: 


The Deputy Director having jurisdiction over any area declared under 
section 10, shall upon being satisfied on the basis of information attained under 
this act, that any person is infected or is reasonably suspected to be infected 
with HIV have the power to direct such person. 


(a) to furnish such information as the Deputy Controller may require for 
initiating action under section 12 and 13; 


(b) to submit himself for test, 


(c) toremove himself forthwith to a hospital or other place for special care and 
medical treatment, which the Deputy Controller consider it necessary so 
to do in the interests of such person and to prevent the spread of HIV 
infection; whereupon the person so directed shall act in complacence with 
such direction. 


12. Facilities and Arrangements for test: 


The Director shall, in any declared area, provide facilities and make 
arrangements in the prescribed manner for undergoing test for the detection 
or confirmation of HIV infection in any person. 


13. Steps to be taken in the declared area: 
The Director shall, 


(1) Take steps in any declared area provide for: 
(a) Counselling by qualified and specially trained persons; 
(b) health education 


(c) Specialized medical treatment for the HIV infected 
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(d) Periodical clinical and serological follow up action to the HIV infected 
persons. 


(e) Social support including rehabilitation, to the HIV. infected person and 
those suffering from AIDS. 


(2) Take such other action for prevention of the spread of AIDS in such area as 
he may consider necessary. 


CHAPTER -VI 
AUTHORITIES UNDER THE ACT: 
14. Director of HIV control- 


(1) There shall be Director of HIV control for the State of Karnataka appointed 
by the Government of Karnataka to exercise such powers and perform 
such functions as may be prescribed in relation to the prevention and control 
of HIV infection and the care and rehabilitation of the infected. 


(2) The qualification and the terms and conditions of service of the Director 
shall be such as may be prescribed. 


(3) The State Government may provide such number of staff with such 
qualification for appointment and on such conditions of service as may be 
prescribed. 


15. Deputy Directors of HIV Control; 


(1) There shall be such number of Deputy Director of HIV control functioning 
under the Director, appointed by the State Government for different areas 
in the State, to exercise such powers and perform such function as may be 
prescribed. 


(2) The qualification and the term and condition of service of the Deputy 
Director shall be such as may be prescribed. 


(3) The State Government may provide such number of staff with such 


qualification for appointment and such conditions of service as may be 
prescribed. 
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CHAPTER VII 
MISCELLANEOUS 
16. Power to donation of Blood, Organ etc. 


(1) No person, who knows that he is infected with HIV or he is suffering from 
AIDS, shall donate his blood, organ or semen to any blood bank, hospital, 
laboratory or any other institution. 


(2) No professional blood donor shall give blood to any blood bank, hospital, 
laboratory or any other institution unless he has got his blood tested every 
time he gives blood for presence of HIV antibodies in his blood and such 
test has proved that it is free from HIV antibodies. 


Explanation: 


For the purpose of this action, the expression “professional blood donor” 
means a person who gives his blood more than once within a period of three 
months and for monitory consideration. 


17. Protection of action taken in good faith 


No suit, prosecution or other legal proceeding shall lie against any person 
of the Board or the Director of HIV control or Deputy Director of HIV control 
any person for anything which is in good faith done or intended to be done 
under this Act. 


18. Removal of difficulties 


The State Government may, within a period of one year from the 
commencement of this Act, by Notification published in the official Gazette, 
remove any difficulty in giving effect to all or any of the provisions of this Act. 


19. Power to make rules 


(1) The State Government may, after previous publication in the official gazette, 
make rules for carrying out the provisions of this Act. 


(2) In particular and without prejudice to the generality of the foregoing power, 
such rules may provide. 


OBJECTS AND REASONS 


(1) AIDS has challenged the Medical World and it is a widely spreading disease. 
Sketching preventive measures through creating awareness in this regard. 
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(2) Creatings favourable surrounding for enabling the Victim of the “Human 
Immuno Deficiency Virus” HIV to lead his life without being subjected to 
social indifference and contempt. 


(3) Taking measures to prevent the victim of HIV from deliberately spreading 
AIDS. 


(4) Providing assistance for the treatment and examination of the HIV stricken 
patient. 


(5 


——_ 


Constituting an HIV Control Board which shall comprise of expert Doctors, 
Social workers and Representatives from the Mass media, Empowering 
this Board to play a major role in preventing the spreading of AIDS. 


(6 


— 


Collectings accurate facts and figures about ‘AIDS’ and setting up Information 
Centres in the State and guiding the AIDS Patients. 


(7) Making the act of giving information about the HIV stricken persons legally 
compulsory. Keeping the information in confidence. 


(8 


—_Z 


Identifying the areas where more number of HIV positive persons are 
residing and so declaring. ‘Identifying it as highly vulnerable area and so 
dealing. Subjecting any required person to undergo HIV examination, 
whenever necessary. 


(9) Preventing the HIV stricken person from donating blood, part of body; 
preventing professional blood donation. 


(10)Improving the peoples’ knowledge about HIV ; making them be watchful 
about its spreading; and accelerating the Government machinery in the 
service of the HIV patients. 
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8. CONFERENCE RESOLUTIONS 


4‘ International Conference on AIDS in Asia and the Pacific* 


MANILA, PHILIPPINES OCTOBER 25-29, 1997 


Introduction 


The World Health Organization (WHO) Regional Office for the Western 
Pacific in Manila, Philippines, graciously hosted the first Monitoring the AIDS 
Pandemic (MAP) Network symposium, The Status and Trends of the HIV/ 
AIDS/STD Epidemics in Asia and the Pacific, on 21-23 October 1997, an official 
satellite symposium of the 4" International conference on AIDS in Asia and 
the Pacific. 


The three-day MAP Network symposium held in Manila was the first 
symposium formally organized by this new global network formed in December 
1996 by the AIDS Control and Prevention (AIDSCAP) Project of Family Health 
International, the Francois-Xavier Bagnoud Center for Health and Human 
Rights of the Harvard School of Public Health and the Joint United Nations 
Programme on HIV/AIDS (UNAIDS). It was the third in a continuing series of 
regional and global symposia that have been organized to understand the 
trajectory of the HIV/AIDS pandemic. Starting with the Status and Trends of 
the HIV/AIDS Epidemics in Africa Symposium that was held in Kampala, 
Uganda, in December 1995, a team of internationally recognized technical 
specialists in epidemiology, modeling, economics, demography, public health 
and international development was formed to monitor the dynamics of the 
HIV/AIDS pandemic and various regional epidemics. By collecting, analyzing 
and disseminating information on HIV/AIDS, this team of experts, which has 
grown rapidly over the course of two years into a global network, seeks to 
assist governments, organizations and the world at large to respond more 
actively and effectively to the challenges posed by the HIV/AIDS pandemic. 


The MAP symposium in Manila brought together 40 global and regional 
experts, including MAP members and some specially invited participants, to 
achieve the following objectives: 


e To present and share information on the status and trends of the HIV/ 
AIDS/STD epidemics in Asia and the Pacific and analyze this information 
in a global context; 


* Aprovisional Report by AIDS CAP and Centre for Health and Human Rights of the Harward 
School of Public Health, 1997. 


TILEM 


134 Stakeholders Consultation 


e To review the epidemiological and behavioral patterns among the HIV/ 
AIDS/STD epidemics affecting the different populations in the region; 


e To identify specific data needs for monitoring and forecasting the HIV/ 
AIDS/STD epidemics in the region; and 


¢ To produce and disseminate a consensus report on the current status of 
the HIV/AIDS/STD epidemics in Asia and on the current and projected 
trends for these epidemics in the region. 


Because a large percentage of the world=s population resides in the Asia- 
Pacific region, the symposium held in Manila was important in enabling MAP 
to focus strategically on the evolving HIV/AIDS and sexually transmitted disease 
(STD) epidemics in the Asian and Pacific region countries, fuse current 
knowledge, identify gaps therein and determine topical and geographical areas 
for action. 


The symposium began by first reviewing the global HIV/AIDS/STD 
situation to position the various Asia-Pacific epidemics within the worldwide 
context. From then on, the team concentrated on the situation in the overall 
region and the Western Pacific and Southeast Asian subregions, presented 
country-specific epidemic profiles on Australia, China, India, Japan, Malaysia, 
Myanmar, Philippines, and Vietnam and discussed past, present and potential 
future issues of relevance. i 


This provisional report, coauthored by the MAP Manila Symposium 
participants and produced in some 24 hours, reflects a consensus of the analysis, 
determinations, projections and recommendations brought forward during the 
symposium. Its aim is to provide information that can be used by international 
as well as local bodies to briefly review the most important aspects of the 
history of the HIV/AIDS epidemics in the Asia-Pacific region to date, recognize 
the current status of and trends within these epidemics, and take immediate 
action to affect the course of these epidemics in the future. 


Status and Trends of HIV/AIDS Epidemics 


With a population in excess of 2.5 billion-representing more than sixty 
percent of the world=s population-the Asia-Pacific region has the potential to 
influence greatly the course and overall impact of the global HIV/AIDS 
pandemic. This report examines the status and trends of HIV infection and 
AIDS in countries of Asia and the Pacific, a region which, for the purpose of 
this analysis, stretches from and includes India on the west, to Japan and 


island nations in the Pacific, and from China in the north, to countries forming 
Oceania to the south. 
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The spread of HIV in this region began in the early-to-mid 1980s. Early 
infections could be traced to sexual contacts with infected persons residing 
outside the region, as well as some apparent further spread within the region 
itself. By the late 1980s, however, it had become evident that the transmission 
of HIV was increasing among several populations, in some cases with great 
velocity, and that two sets of factors strongly influenced the course of the 


emerging epidemics: participation in sex work and patterns of injecting drug 
use (IDU). 


By early 1997, South and South East Asia accounted for an estimated 5.2 
million (23 percent) of the 22.6 million adults and children living with HIV in 
the world. About one third of adults living with HIV in the region are female. 
As the HIV epidemic is still relatively recent, HIV disease, including AIDS, is 
only beginning to emerge and the associated needs for care are rising steeply. 
The estimated HIV prevalence in 15 to 49 year-old populations varies from 
zero (DPR Korea) to one per several thousand in most countries in the region, 

up to 2 to 3 percent in Cambodia, Myanmar and Thailand. 


HIV epidemics in Asia and the Pacific are diverse, localized and have 
different trends over time. (Figure 1) Against this backdrop, however, it is 
becoming increasingly clear that the intensity of HIV epidemics associated 
with sex work, affecting both female sex workers and their clients, is primarily 
determined by the daily or weekly number of sex partners (clients) per sex 
worker, the frequency of use of commercial sex by men, and such other factors 
as the rate of regular condom use in commercial sex and the magnitude and 
quality of the response to the epidemics. Epidemics associated with injecting 
drug use have, in many situations, led to explosive outbreaks in the IDU 
population and then to their sexual partners (e.g., in the late 1980s in Thailand; 
Myanmar, the Yunnan province of China; and the Manipur state of India, 
Vietnam and Malaysia). The prevalence of HIV infection in IDUs reached 
staggering levels with prevalence reaching 50 to 90 percent within a few months. 


Although HIV can spread rapidly among IDUs who share contaminated 
injection equipment, and then from them to their sexual partners, these 
epidemics have so far resulted only in limited spread of HIV to the heterosexual 
population at large. It may be assumed that, for a variety of reasons including 
social isolation of some IDU populations and their sexual partners from other 
communities, and/or stigmatization to which they are subjected, there are only 
tenuous bridges between them and other sexually active adults. Strikingly, in 
Asia and the Pacific, HIV epidemics associated with commercial sex and those 
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involving IDUs do not appear to fuel each other significantly. These epidemics 
appear to emerge and evolve almost independently from each other, as 
exemplified by the two concurrent HIV epidemics in Thailand, which were 
caused by two different subtypes of HIV, with minimum cross-over. 


From a regional perspective, the magnitude and short-term trends of 
HIV epidemics are largely dependent on the extent of ongoing epidemics in few 
countries: Cambodia, India, Thailand, Myanmar and, because of their population 
size, Indonesia and China. With a population close to 1 billion and multiple 
epidemic foci, India projects the image of a complex epidemic, involving focal 
outbreaks among injecting drug users and extensive HIV spread among female 
sex workers and their clients in several regions. 


Of increasing concern in the region is the issue of blood safety and HIV 
transmission. In 1995, WHO/GPA estimated that less than 50 percent of blood 
transfusions in the region were being routinely screened for HIV. Currently 
in Bangladesh, virtually no screening for HIV antibodies is performed in the 
nearly 200,000 units of blood transfused annually. In India and Myanmar, 
screening of donor blood for HIV remains far from complete and measures are 
being taken through improved donor selection to address this issue. 


Mapping the epidemics 


If the HIV epidemics were analyzed on a country by country basis, as if 

HIV epidemics respected national geopolitical boundaries, most countries in 
the Asian-Pacific region project the reassuring image of low prevalence 
(proportion of adults living with HIV/AIDS) and low incidence (proportion of 
adults newly infected each year). Such is the case of Australia and New Zealand 
_ which, early in the epidemic, experienced sudden epidemics in men having sex 
with men (MSM) with a peak of incidence in the mid-1980s, followed by a rapid 
decline. The spread among IDUs in these two countries has been and remains 

- limited (less than 2 percent), and heterosexual transmission remains at low 
3 levels (the prevalence of HIV among pregnant women is lower than 1 per 10,000). 


_ Such is the case as well for Japan, where an initial dramatic outbreak of 
HIV infection among people with haemophilia was brought under control in 
the mid-1980s and where other modes of transmission are only contributing 
minimally to a limited HIV burden in the country (less than 1 HIV-infected 
person per 10,000 adults in 1997). Also reassuring would be the situation in 
China where, in spite of increasing trends in HIV incidence in IDUs in selected 
southern provinces (Yunnan, Guanxi), the overall national rate of HIV 
prevalence in adults in this large country remains below 4/10,000B one tenth 
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to one-fifth the prevalence found in Western Europe and in North America and 
the spread of HIV from IDUs to their sexual partners accounts for most of the 
heterosexually acquired HIV infections. 


The Lingering Effect of a Controlled HIV Epidemic: HIV 
infection from blood coagulation products in Japan 


As of the end of August 1997, the cumulative reported number of AIDS 
cases in Japan was 1,657, which was still very low in Asia comparatively, even 
among developed countries. A little less than half of the cases (41.6 percent) 
are, however, those infected through blood coagulation factor products. This 
high percentage of hemophilia cases is still the distinctive characteristic of 
HIV infection in Japan and not seen in other countries in the world. 


These infections resulted from transfusion of infected blood products in 
the early 1980’s. In July 1985, the Japanese Ministry of Health and Welfare 
approved the usage of heat-treated blood coagulation factor products. After the 
introduction of these heat-treated products, virtually no HIV infection has 
occurred through infected blood products. The epidemic of HIV in this population 
is now reflected in an increasing number of people developing AIDS and dying 
from the disease each year. 


Almost all those infected from blood products are hemophiliacs type A or 
B, and the rest are related coagulopathy such as von Willebrand disease and 
few cases administrated coagulation factor for the prevention of excessive 
bleeding. An estimated 35 to 40 percent of hemophiliacs in Japan are infected 
with HIV. : 


Cases from blood products show a tendency to have longer incubation 
period than the cases via other routes of infection. Most of the cases, however, 
will have the onset of AIDS in the near future. So every prefectural government 
in Japan is now preparing base hospitals : for the treatment of AIDS. As of 1996 
almost 1900 people infected through blood products were living in Japan, 32.4 
percent of the total population living the HIV in the country. 


Less reassuring would be the estimated and projected trends in India. 
There, a sharp increase in the estimated number of HIV infections from a few 
thousand in the early 1990s to a cumulative minimum of 2.5 million in 1997, in 
a context of a severe gap of knowledge about prevailing risk-taking sexual 
behaviors, creates great uncertainty about the future course and impact of the 
epidemics. Yet, the 1997 national prevalence of HIV infection in adults may be 
between 0.2 to 0.5 percent which, on first analysis, would not place India high 
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on the world list of ‘hardest hit’ countries where prevalence rates may range 
from 10 to 25 percent. 


HIV prevalence among sex workers in India varies widely from state to 
state with high HIV prevalence in western and southern India to low levels of 
HIV in eastern and northern India. HIV prevalence among sex workers tested 
in Mumbai (formerly Bombay ) rose from 1 to 51 percent between 1987 and1993. 
Prevalence among sex workers in Calcutta was consistently low at about one 
percent until 1994 but there are allegations that it might be rising. In Mumbai, 
HIV prevalence increased from two to three percent in STD clinic attendees 
before 1990 to 36 percent in 1994. Among antenatal clinic attendees tested in 
Mumbai, two percent tested positive for HIV in 1995 and around 5 percent in 
1996. In Manipur, rates of HIV infection among the antenatal clinic attendees 
are rising. 


In some countries, HIV prevalence has remained very low (less than 0.1 
percent in the 15- to 49-year-old population. In the Philippines, AIDS case 
reporting has slowly increased to a total of 958 reported as of September 1997. 
HIV surveillance has found only few cases of HIV infection among female sex 
workers, male STD clinic patients and men who have sex with men. Similarly, 
a small number of AIDS cases and low levels of HIV infection have been reported 
from Indonesia. 


When examined through the lens of current national HIV prevalence and 
incidence rates, most other countries in Asia and the Pacific would conform to 
a pattern of low prevalence and slow HIV spread. 


Large-scale epidemics ahead? 


Are HIV epidemics likely to expand abruptly in India, or in other countries 
in Asia and the Pacific? To answer this question, possible clues can be drawn 
from past history in several countries, including Thailand, Myanmar and 
Cambodia. In Thailand, information was available on IDU, needle sharing 
practices and sex work in the country when, in the mid- 1980s, HIV had not 
begun to spread in epidemic form. The epidemics that were predicted but 
insufficiently prevented did occur later in this decade, infecting an estimated 
800,000 women, men and newborns by 1997. Prevalence rates in pregnant 
women reached 2 to 3 percent in 1995 nationwide, while rates in army recruits 
rose to around 4 percent in 1993, then levelled off and began to decline. In 
Myanmar, rates of HIV infection in IDUs, sex workers and pregnant women 
are similar to those found in Thailand. Consistent with an East-West gradient 
of HIV prevalence in Myanmar, the epicenter of the epidemics appears to lie 
east of the country. The analysis of geographical differentials in HIV infection 
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rates and trends over time underscores both the deepening severity of the 
epidemics and the potential for national, aggregate data to mask important 
sub-national epidemic trends. In Cambodia, HIV spread rapidly in the early 
1990s, reaching high levels in sex workers (about 40 percent HIV prevalence) 
and from 2 to 3 percent of the 15- to 49-year-old population. The evolution of 
the epidemic in this country illustrates the potential for HIV to spread fast and 
widely when patterns of commercial sex involve high mobility, to a high sexual 
partner exchange rate and low condom use. 


Cambodia: An Explosion of HIV 


The Kingdom of Cambodia has seen a rapid increase in HIV infection 
over the past few years, giving it the likely dubious distinction of the most 
widespread and serious HIV epidemic in Asia. Although only about 600 AIDS 
cases had been reported by mid-1997, the epidemic has progressed so quickly 
that it is now estimated that approximately 100,000 individuals are infected 
with HIV. Although substantial variations exist regionally, national rates derived 
from 1997 serologic surveillance results indicate that approximately 40 percent 
of sex workers, 6 percent of police/military, and 3 percent of antenatal women 
are HIV infected. 


Other sexually-transmitted diseases are likewise high in Cambodia, 
contributing to HIV spread in the country. A 1996 survey in selected cities 
indicated prevalence rates of gonorrhoea of 12-31 percent among sex workers 
and 2-6 percent among antenatal women. Similarly, Syphilis rates were 4-24 
percent in sex workers, 0-12 percent among police and the military, and 2-8 
percent among antenatal women. 


Despite the widespread HIV epidemic in Cambodia, there are some recent 
HIV prevention sucesses which may promote a slowdown. A condom social 
marketing program by Population Services International reports condom sales 
increasing from about 5 million in 1995 to 9.5 million in 1996. Behavioral 
surveys confirm that many of these condoms are being used for commercial 
sex. Men frequent sex workers in high proportions in Cambodia (about 75 
percent of military/police and 37 percent of students report visiting a sex worker 
in the past year),but condom use has substantially increased over the past few 
years. 


However, given the state of the Cambodia’s political and economic 
situation, these successes are fragile and will require continued concentration 
and strengthening to maintain and increase these behavioral changes. 
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Empirical evidence thus exists showing that sudden and sharp increases 
in HIV incidence can and have occurred in Asia. However, the lack of 
quantitative and qualitative epidemiological, behavioral and social information 
on the nature of and linkages between sexual networks in any of these countries 
rules out any reliable prediction of the future course of HIV epidemics in 
countries that would intuitively appear vulnerable to rapid spread. These 
countries include, in particular, Malaysia, Nepal and Vietnam, where rapid 
increases of HIV incidence in various vulnerable populations are being noted. 
There is an urgent need to collect and analyze systematically the information 
needed for the dual purpose of projecting epidemic trends and targeting 
prevention toward factors that seem to influence the vulnerability of the 
population to the furtherB and possibly rapidB spread of HIV. 


Populations of Affinity 


The analysis of HIV epidemic trends in the region becomes more 
meaningful when a focus is placed on populations whose cultural and social 
affinity and networks transcend geopolitical borders. A new geography of HIV/ 
AIDS in the region then emerges that helps recognize the foci of intense HIV 
spread. These include large metropolitan areas in western and southern India 
(Mumbai, Tamilnadu); the India/Nepal border area; the larger ‘Golden Triangle,’ 
which reaches out to Northern Thailand, eastern Myanmar, but also 
encompasses the areas of Manipur in India and Yunnan in China; and the 
Mekong delta area, which includes Cambodia and southern Vietnam. To gain 
better understanding of the dynamics of HIV epidemics, factors of affinity 
between populations as well as mobility patterns must be explored and mapped 
out. 


India: An Uncertain Future 


With more HIV infections than any other country in the world, India 
gives the impression that HIV infection is common and that there is a severe 
epidemic in the country. However, the estimated 2.5 million infections should 
be considered in the context of the close to 970 million population of India. The 
prevalence of HIV is about 0.3 percent, a rate much lower than many other 
countries in the Asia-Pacific region. 


In India HIV infection is not evenly distributed throughout the country. 
While it is true that HIV has now been reported from all except one of the 32 
states and Union Territories, the infection is actually highly localized. 


As the pie chart shows, almost half the total 4,828 cases of AIDS reported 
so far are from the state of Maharashtra, and of these 80 percent are from 


TILEM 


Conference Resolutions 141 


Mumbai city. The state of Tamilnadu contributes another 22 percent. It is 
worth noting that 21 of the 32 states add only 4 percent of the total AIDS cases 
reported. The state of Manipur, which contributes 6 percent to the total, reports 
that all the cases of AIDS reported so far are in IDUs. There are an estimated 
25,000 IDUs in the state which borders on the Golden Triangle, and at last 
estimate the HIV prevalence in this group varied between about 50 to a 
staggering 80 percent. 


Another group that is showing a high HIV prevalence includes long-distance 
truck drivers and their helpers. It has been shown that this group has a steadily 
increasing prevalence. In Chennai (Madras) a seroprevalence of close to 10 
percent has been reported. 


These data bring out the fact that it is often misleading to consider a 
country as a homogenous entity as far as HIV/AIDS is concerned. Many countries 
have more than one epidemic, often at different stages of development and in 
different communities and regions. An appreciation of this fact is important in 
planning suitable interventions. 


The potential for continued spread of HIV/AIDS in Asia and the Pacific is 
real and requires determined and sustained prevention efforts. Several countries 
have already experienced intense HIV epidemics in certain population groups 
or, in some cases, in the population at large. In these countries, including 
India, Thailand, Myanmar and Cambodia, the individual impact of HIV has 
begun to be felt as AIDS has imposed new demands on the health care systems. 
It is essential that countries reinforce their prevention and care efforts in order 
to enhance their response to the existing HIV/AIDS challenge. In addition, 
countries should make every effort to collect and analyze the information needed 
to assess and monitor the evolving potential for large-scale HIV epidemics. 


To recognize the threat of emerging or fast-growing epidemics in certain 
populations is essential to an early and effective response. To acknowledge the 
possibility that, in other populations, rapid and extensive spread of HIV may 
not occur is equally crucial as policy and decision makers may, in the basis of 
this information, orient efforts and resources towards people who are most at 
risk. 


3. Risk and Uulnerability 


There are three factors that appear to play a crucial roleon HIV 
transmission in the Asia and Pacific region: female sex work, substance use 
and mobility. Female Sex workers and their clients have been a major factor 
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in the heterosexual transmission of HIV in Thailand, Cambodia and parts of 
India and Myanmar. Separate but explosive epidemics have been seen in some 
IDU populations in Thailand, Myanmar, Manipur (India), and Malaysia. And 
mobile populations, particularly at national borders are at higher risk of HIV 
acquisition due to the fact of being away from home, community and the 
anonymity and loneliness of travelling. The following three sections focus on 
the monitoring of the HIV epidemic in these vulnerable populations. 


3.1 FEMALE SEX WORK IN THE ASIA-PACIFIC REGION 
The numbers of commercial sex workers 


Female sex workers operate in all countries in the region, but it is important 
to know the magnitude of the sex-worker population to adequately interpret 
surveillance results. It is believed that in some countries, rapid increases in 
the absolute numbers of sex workers have resulted from significant political, 
social or economic changes. 


The number of female sex workers in countries can range from a few 
thousand to a few hundred thousand. Thailand, for example, has approximately 
800,000-100,000 female sex workersB an estimate that only recently has gained 
consensus. In most countries, however, validated estimates of the numbers of 
sex workers are almost non-existent. Without such numbers, interpretation 
of surveillance results, policy commitment, planning, intervention designing, 
and resource allocation are extremely difficult. 


How many sex workers? 


Most estimates of the numbers of female sex workers are either restricted 
to a subset of licensed commercial sex establishments or ad hoc unvalidated 
guesstimates. In Dhaka, Bangladesh, estimates of the number of sex workers 
frequently quoted range from 3,000 to 100,000. It is impossible to anticipate 
the scale of services and funds and nature of interventions needed without 
more meaningful numbers. 


One promising direct estimation method being used in Thailand, Laos, 
Nepal and Taiwan developed by the Thai Red Cross and the East-West Centre 
is the method of comprehensive geographic mapping of sex work sites and 
types. In Thailand, this method has now been adopted by the Ministry of 
Public Health for their annual survey of sex work. In several areas, the method 
has detected up to 50 percent more sites than estimates by using the conventional 
method of referral by STD patients. In other countries, population estimates 
have been generated through innovative applications of capture-recapture 
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techniques. In Dhaka, CARE Bangladesh recruited and trained sex workers to 
assist in ‘capturing’ street sex workers throughout the city by handing out 
different colored cards for 24 hours on two different days within a fortnight. 


All estimates need regular updating and validation but these two approaches 
are worthy of replication in other settings. Neither method can work without 
the trust and involvement of sex workers themselves. 


Diversity 


The nature of sex work and the profile of sex workers vary enormously 
within and between countries. There are female and male sex workers, and 
those that work full-time, part-time or seasonally. Sex workers may operate 
in variety of settings such as brothels, bars, massage parlors, street corners, 
restaurants, etc. Sex workers operating in government-registered 
establishments exist in a few countries such as the Philippines, in contrast to 
the free-lance sex workers in most countries of this region. There are also 
commercial sex areas that are highly organized, such as in Indonesia as opposed 
to those with bonded or sex workers imprisoned in underground settings. There 
are women in brothels who cannot refuse sex with customers and those in 
massage parlours or bars who have more freedom of decision. For surveillance 
purposes, sex work can be characterized by work conditions, methods of 
recruitment, number of clients per week, price, how clients are contacted, 
where sex takes place, types of clients, existence of employers or agents. Despite 
these diversities, some types of sex workers are more visible and/or more 
easily brought to the attention of government or public health officials. These 
are usually the sex workers who are the subjects of epidemiological and percental 
studies presented without acknowledging the fact that they represent only a 
subset of all sex workers. Without a clear understanding of these diversities, 
effective surveillance cannot be designed or implemented. 


Sex workers and HIV 


Frequency of exposure to HIV infection through sexual intercourse is the 
key factor for transmission of HIV among sex workers. In many countries, a 
significant proportion of sex workers is infected with HIV. The rates might 
vary from less than 1 percent to 40 percent or higher in some settings (Table 
1). 


Even where HIV infection has not yet spread, STD infection is often very 
high among sex workers. For example, in one brothel area in Bangladesh, 95 
percent of 466 sex workers tested positive to antibodies for Genital Herpes 
Virus and 60 percent for Syphilis, although HIV was not detected among any of 
them. With the progression of the epidemic, HIV tends to increase where 
other STDs are present. 
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HIV, STD, and behavioral surveillance 


Systematic, continuous and quality sentinel surveillance of HIV and STD 
will provide not only the indications of an emerging epidemic but its progress 
over time as well. This will benefit policy formulation, planning and resource 
allocation. For sex workers, confidentiality, community participation and 
protection against stigmatization should be integral components of surveillance 
activities. STD services should also be provided as part of the surveillance 
package. However, if serosurveillance is to be used for monitoring success of 
intervention programs, it must be accompanied with behavioral surveillance 
(see Section 3.2.1) because HIV prevalence may not decline for several years 
despite successful interventions. Behavioral surveillance results can also be 
used to direct the detailed design of prevention activities with special emphasis 
on specific sub-groups within sex worker populations. 


Table 1. HIV prevalence among various sex worker populations 
in Asia 


Study group HIV prevalence 
Thailand, sentinel sites in all provinces, 18.8 % 


brothel-based and. indirect. female sex 
workers, 1996 
Cambodia, 2906 female sex workers, 40% 
various sites throughout the country, 1996 
Myanmar, NAP sentinel survey of 2 sites, 25% 
sample (n=200) 
Philippines, 6084 registered female sex 0.13% 
workers, 10 cities, 2 rounds of testing, 1996 
Vietnam, 8178 female sex workers in 20 0.5% 
provinces, 1996 (median rate) 
Laos, 216 male and female bar 0% 
workers in one town, 1995 
Indonesia, national seroprevalence study of 0.02% | 
high-risk groups, 12418 registered 
prostitutes, 1991-2 
Singapore, 738 brothel-based female 0% 
sex workers, 1992 | 
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Improving surveillance of HIV/AIDS among sex workers 


There is no doubt that commercial sex played or is playing a crucial role 
in the heterosexual transmission dynamic in Thailand, Cambodia, Myanmar 
and large parts of India. It remains to be seen whether similar experiences will 
be repeated in countries which at present have little evidence of HIV infection 
among sex workers. The following are issues and suggested recommendations 
based on these experiences in the region: 


Surveillance of sex workers can place an emphasis on sex workers as the 
‘cause’ of an HIV epidemic and can, therefore, result in a backlash producing 
greater discrimination and more support for prohibitive policies leading to an 
increase in the vulnerability of this population to HIV. Thus, surveillance 
should be accompanied by clear policies on non-discrimination and supportive 
prevention interventions. 


In many areas of Asia, the high prevalence of HIV detected from 
surveillance activities has not translated into resources for programs targeting 
this group. Even when resources are allocated, funding is not utilized or 
restricted to awareness programs that necessarily do not change behavior. 


Future efforts in surveillance should attempt to document the distribution 
and characteristics of the female and male sex worker labor force. Such 
understandings would lead to a recognition of the biases inherent in the 
continued use of ‘captured’ groups of sex workers for epidemiological and 
behavioral surveillance. It would also permit a more meaningful measurement 
of the variations of condom use and the rates of partner exchange between and 
within types of sex work. 


Better estimates of the numbers of sex workers are also needed. These 
should also take into account the types of sex work and the diverse settings 
that influence the negotiating power to sex workers for condom use. Current 
estimates using geographic, capture-recapture or ad hoc approaches need to be 
validated. 


Focalized surveillance, if possible, is likely to be more useful for 
intervention design and to permit a more careful analysis of the behaviors and 
sexual networks of sex workers so that more informed decision-making regarding 
interventions can occur. 


More attention is also needed on the types of indicators to be measured in 
the behavioral surveillance of sex workers and potential male clients as well as 
other methodological issues such as reducing selection bias and increasing the 
truthfulness of responses. 
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3.2 SUBSTANCE USE: PATTERNS AND IMPACT ON HIV 
TRANSMISSION 


There are many aspects to the nexus of drug use and HIV infection, but 
globally and in Asia, the direct contribution of HIV transmission by the reuse 
of contaminated injecting equipment among people injecting illicit drugs, and 
the indirect contribution of sexual and vertical transmission from this core 
group far outweigh other aspects. In most of Asia, people who choose to use 
drugs that are not socially sanctioned are treated as entirely outside society, 
enemies even of the social structure. What does this mean for HIV/AIDS and 
drug use? For the majority of injecting drug users (IDUs), it means that lip- 
service is paid to the principles supposedly learned through the course of the 
epidemic: in relation to IDUs and the risks of HIV transmission, issues such as 
human rights, peer education, community participation, and legal and social 
change are unachievable fictions. 


Patterns 


Patterns of use of illicit drugs are becoming globalized and ‘standardized.’ 
What were fairly simple equations have largely gone, to be replaced by complex 
global production and distribution networks, diversified marketing, new and 
emerging marketsB a highly dynamic and thriving scene. Drug control efforts 
are almost always not one pace, but two, three or even more behind the market. 
Racism and colonialism continue to be fundamental determing aspects of the 
global drug trade, both licit and illicit, as they have been for centuries. 


Amphetamines are flooding into Thailand and beyond from China and 
Myanmar. Developing countries are all becoming major illicit drug consumers. 
New producers are springing upBChina is an opium producer again and 
Afghanistan has risen rapidly to hold second rank globally among illicit opium 
producers. The transition from little use of a certain drug in a particular 
community, to its widespread availability and use orally or nasally, and then to 
its injectionBfollowed by epidemics of HIVB can be extremely rapid, as is 
exemplified by recent history. This pattern has been so common and so 
predictable that we must recognize it as the norm, even if we do not fully 
understand the dynamics of the process. Shifts from smoking or inhaling opium 
to injecting heroin as a result of ‘crackdowns,’ increasing price or decreasing 
purity of available drug have been seen in many countries. Furthermore, 
cocaine injecting, if it becomes prevalent in the region, is problematic because 
of the greater frequency of injecting and the increased social and personal 


disorganization of the user. This places a further barrier in the way of achieving 
safer injecting behaviour. 
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We must also recognize the role misguided attempts to control drug use 
have played in accelerating these processes. The rise in heroin use in India, 
' Thailand, Hong Kong and Laos all date from the institution of anti-opium laws. 
Prisons in some ways are exemplars of the impact of current policies at national 
levels: even where there has been successful behaviour change in the 
community, this has not happened in prisons. | 


Impact on HIV Transmitted Through Injections 


The diffusion of HIV among IDUs in South East Asia has been well 
described. Epidemics that can literally be called explosive have been documented 
among IDUs in Thailand, Myanmar, Malaysia, Vietnam and China, with 
prevalences reaching 60 to 90 percent within a few months of the appearance 
of the first case, and often forming epicentres for wider diffusion of the HIV 
epidemic. Prevalences of 60 percent or more have been described among young 
IDUs within their first two years of injecting. Several communities in Asia 
have now had HIV among IDUs for so long that they are now in the grip of 
multiple ongoing epidemics; of drug use and its consequences, injecting drug 
use, resulting HIV infection among I[DUs, their sexual partners and their 
children, AIDS and tuberculosis. The tragedy is that these epidemics are totally 
predictable and preventable, and we know exactly how to prevent them. The 
scientific evidence on this point is unassailable. 


There are certain places in Asia that now have uncontrolled epidemics of 
HIV infection that began as explosive epidemics among IDUs, taking the 
community from one with no HIV infection to one with a large pool of sexually 
active infected people in a matter of months. These include epidemics that 
could have been prevented by timely and relatively inexpensive interventions 
at an early stage, if, and only if, the conceptual leap had been taken that people 
who inject drugs are human and worth caring about. 


Education and advocacy is needed on a much larger scale to influence 
those authorities concerned nationally and internationally with drug control 
and drug demand reduction. Efforts should be made to involve them more as 
partners in prevention of HIV among IDUs, building on the memorandum of 
understanding between UNAIDS and the United Nations Drug Control Program 
(UNDCP), for instance, at program level, and empowering and assisting NGOs 
and communities to advocate and influence national policy and the practices of 
public security and police. 
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Globally, there are relatively few programs and very few countries that 
have as a prime concern the prevention of HIV infection among IDUs. There 
are far more programs and policies that are oriented toward drug demand 
reduction, with the prevention of HIV among drug users or in association with 
drug use tacked on as a subsidiary aim. 


Direction for Enhanced Surveillance and Monitoring in IDUs 


Most of the information about HIV risk among IDUs comes from captive 
treatment or incarcerated populations, which are often not representative of 
the wider community of drug users. Increased investigation of risks and HIV 
dynamics in these so-called ‘hidden populations’ is necessary. A detailed 
understanding of transmission from core groups of IDUs to their sexual partners 
and children is urgently needed in Asia to demonstrate the central role IDUs 
can play in national epidemics and to increase the justification for early and 
intense action. 


In addition, better enumeration or estimation of populations at risk (i.e., 
those currently injecting drugs, or sex partners of IDUs) and populations coming 
to be at risk, and a better understanding of the dynamics of drug consumption 
and social organization of drug use are all necessary for targeting interventions 
effectively. 


Incidence data, in particular, are also necessary from a range of sources 
to counter the potential for misunderstandings about the interpretation of 
available prevalence data. Potential sources for incidence data may include 
drug rehabilitation centres and prisons where recidivism is high and testing is 
mandatory (asin many Asian countries). While simple conceptually, obtaining 
these data may be difficult since it may require substantial negotiations with 
the appropriate authorities. 


Finally, a process for categorization and analysis of laws relating to drug 
use, country by country, and their impact (potential or real) on both drug use 
and HIV transmission among IDUs is necessary to develop appropriate 
interventions. Prevention programs should be specifically aimed at reducing 
transmission of HIV among IDUs based on harm reduction principles. Evidence- 
based interventions should be the focal point to prevent HIV transmission among 
IDUs in Asia. In evaluating programs for their effect in decreasing HIV 
transmission, there is an absolute need for epidemiologically sound outcomes, 
especially incidence data, and a need for appropriate analysis of the factors 
underlying trends in risks or transmission. 
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The Need for Harm Reduction 


The principles of harm reduction are increasingly being applied to stem 
the emerging epidemic of HIV among injecting drug users in Asia and the 
Pacific, through a range of different programs including: 


e needle and syringe exchange programs (NSEPs) 

e methadone maintenance therapy 

e sale of clean injecting equipment through pharmacies and other outlets 
¢ peer support and outreach programs. 


Of these, NSEPs are becoming accepted as an important, relatively 
inexpensive tool to prevent the spread of HIV among injecting drug users, and 
there is a growing body of evidence to support their effectiveness. For example, 
a 1993 review by the Institute for Health Policy Studies in the U.S. showed 
NSEPs were associated with decreases in sharing of injecting equipment. 
Recently, an ecological association was demonstrated between the presence of 
NSEPs in a city and a flat or declining trend in HIV seroprevalence among 
IDUs as compared with increasing trends for cities without NSEPs. 


Although NSEPs have been available since the late 1980s in countries 
such as Australia and Canada, their introduction to users in Asia has occurred 
more recently. Asian examples include, among others the programs run by 
the Lifesaving and Lifegiving Society in Khatmandu, Nepal, and the Shalom 
Project in Manipur in northern India. NSEPs in and of themselves do not 
guarantee reduced incidence, since for this to happen, the need for sharing 
injecting equipment must be eliminated or substantially reduced. 


In some cities in Canada, for example, the prevalence of HIV remained 
stable in IDUs following the introduction of NSEPs in the late 1980s but 
prevalence rates have recently risen dramatically. Reasons for this are unclear, 
but probably include a shift in the pattern of drug use from heroin injection to 
cocaine-injecting together with limitations of service provision at NSEP sites. 
This shows that NSEPs must do more than just provide clean injecting 
equipment; they must provide IDUs with access to the other elements of harm 
reduction such as peer counseling and education, provision of condoms and 
safe sex information, social support, and referral to medical care and/or drug 
treatment services (i.e., methadone maintenance). Indeed, it is not so much 
the NSEP itself that can prevent HIV infection amongst IDUs but the supportive 
legal and social environment in which NSEPs can exist and flourish. The 
creation of this environment is an integral part of the development of a harm 
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reduction approach and it requires one major conceptual step B admission of 
IDUs to the human race. 


3.3 MOBILITY, HIV AND THE CLUSTERING OF THE HIV 
EPIDEMIC IN ASIA 


Population Mobility in Asia 


Populations in Asia are moving across land and sea borders in increasing 
numbers. International trade and commerce supports this growth in population 
mobility, which is also facilitated by the growing number of international 
highways and construction of new bridges. As in Africa, truckers on international 
land routes move vast quantities of goods between mainland countries. For 
example, at one international border between India and Nepal, more than 
3,000 trucks cross daily. Also occurring in Asia are high levels of maritime 
trade, and seamen on fishing vessels travel widely in the region, enabling the 
transmission of HIV to populations in areas where the virus was formerly 
unknown. 


State of Knowledge 


In Africa, mobility has been demonstrated to be an independent risk factor 
for the spread of HIV. Therefore, extremely mobile population groups such as 
travelers, fishermen, traders and migrant workers tend to have high HIV 
prevalence. In Asia, evidence exists showing a similar association between 
population mobility and vulnerability to HIV. Prevalence of HIV among travelers 
and fishermen in Thailand and India is higher than in the general population, 
approximating rates found in male STD patients. 


The fact of being away from home, family and community, and the 
anonymity and loneliness of travelling are factors that increase vulnerability 
to HIV acquisition. Since opportunities for casual sex may occur frequently en 
route, itinerant people may adopt high-risk behavior that otherwise mighty 
not occur. Current evidence indicates that the environment in well-traveled 
border crossing areas and international fishing ports in several Asian countries 
fosters more risk-taking behavior than in other trade towns. 


Crossing land or sea borders often requires overnight stays, leaving the 
individual with idle time and opportunities to visit drinking and gambling 
establishments and brothels. HIV surveillance data for female sex workers, 
male STD clinic patients and young males in four countries in the region B 
Thailand, Myanmar, Cambodia and VietnamB show a clustering of high 
prevalence sites around international borders and ports. The map included in 


TILEM 


Conference Resolutions 151 


the accompanying shows the distribution of higher and lower HIV prevalence 
by sentinel site, with clustering of HIV infection along the Thai-Myanmar, 
Thai-Cambodia, Cambodia-Vietnam and Vietnam-China borders. 


Opportunities for Prevention 


HIV prevention interventions targeted to border crossing areas could take 
advantage of the idle time of travelers waiting for border clearance. Such 
interventions could include those focused on behavior change, provision of 
sexually transmitted infection (STI) services and access to affordable condoms. 
Structural interventions, including advocating for policy change to improve 
the process of border crossing and shorten the waiting time, might help reduce 
opportunities for high risk-behavior. 


Recent cross-border interventions have documented that their effectiveness 
relies on their service provision on both sides of the border. Those that involve 
communities passing through and residing at border sites as well as NGOs/ 
PVOs with the ability to work transnationally supported by local governments 
offer more opportunities for success. Private sector businesses and institutions, 
such as transport and shipping companies as well as corporations, have a vested 
interest in ensuring safer environments for their labor force passing through 
or residing in cross-border areas and offer the potential for collaboration and 
resource support. 


The behavioral and epidemiological patterns found among mobile 
populations in cross-border areas are poorly known. Investigative study, 
including ethnographic research, is needed to provide better understanding of 
the risk environments populations encounter as they pass through or reside in 
these areas. Border crossings in Indochina and South Asia require urgent 
prevention and care interventions. 


Interventions to reduce the vulnerability of populations traversing cross- 
border areas are urgently needed because mobile groups can serve as.’ bridges’ 
between high-risk and low-risk populations, thereby creating the potential for 
a widespread diffusion of HIV. Well-traveled border towns and ports are also 
gateways and catchment areas for many different types of travelers passing 
through them and are, therefore, appropriate and convenient sites for 
intervention. 


Monitoring the HIV/AIDS Epidemics 


Methods for the monitoring of the HIV/AIDS pandemic in the Asia Pacific 
region are, in general, no different from methods used in other regions. 
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However, a diversity of HIV epidemics in this region requires adapting HIV/ 
AIDS surveillance methods to measure Asian Pacific HIV/AIDS/STD patterns 
and prevalence levels. The following sections describe HIV sentinel, behavioral 
and STD surveillance in the Asia Pacific region. In addition, the uses and 
limitations of HIV/AIDS modelling for forecasting and scenario development in 
this region are described. 


4.1 EPIDEMIOLOGICAL SURVEILLANCE FOR HIV/AIDS 
AND STDS 


The evolution of surveillance methods 


The HIV epidemic first appeared as a range of opportunistic infections 
and other diseases called AIDS, and the counting of new AIDS diagnoses became 
a central component of HIV/AIDS surveillance systems. However, there were 
several important limitations. First, AIDS counts provided little information 
about current patterns of HIV transmission because they represented infections 
acquired years in the past. Second, AIDS diagnosis required clinical and 
laboratory expertise that was absent in many countries, particularly those of 
the developing world. Third, AIDS counting suffered from the limitation that 
health care workers did not accord a high priority to the passive reporting of 
cases. On the other hand, AIDS reporting did have the potential to graphically 
demonstrate the impact of HIV infection in terms of advanced illness, even if it 
was restricted in most countries to the first episode of illness that satisfied the 
AIDS case definition. 


The advent of the HIV antibody test in 1985 opened up the possibility of 
directly measuring the prevalence or incidence of infection in populations. 
Countries of the Asia-Pacific region came up with a variety of approaches to 
monitoring HIV prevalence. Some countries relied on routine voluntary HIV 
testing as a means of monitoring prevalence while other countries established 
comprehensive systems that involved sampling a wide range of population groups 
at regular intervals. In a third group of countries, prevalence was measured 
through occasional surveys that were implemented as resources and necessity 
dictated. The World Health Organization recommended that measurement of 
HIV prevalence be done using the anonymous unlinked approach which was 
designed to minimize the selection bias associated with voluntary testing and 
to protect the confidentiality of participants. Methods for serological surveillance 
were greatly refined in the era of HIV infection with the conduct of large-scale, 
regular surveys in a wide variety of in populations. 


Meanwhile, there was a growing realization of the crucial link between 
control programs for HIV infection and those for others STDs. Monitoring of 
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the other STDs was generally not well done since the diagnosis usually required 
a genital examination making special surveys expensive and logistically difficult. 
Furthermore, STD reporting was even more prone to underdiagnosis and 
underreporting than AIDS reporting since many people with STDs are 
asymptomatic or obtain treatment through pharmacies or other venues that 
do not report cases. Therefore, most countries have relied on some form of 
passive surveillance system for STDs. 


Requirements for Serological Surveillance for HIV Infection 


e Absolute protection of privacy and confidentiality, whether the 
surveillance is on an anonymous unlinked basis, or through voluntary 
testing. 


e Repeatability of the sampling frame: In order to track trends over 
time, the survey should be based on sampling procedures that are likely to 
recruit the same type of population. 


e Sustainability of the procedures will only be assured if a clear, simple 
protocol is devised, pilot-tested and reassessed at regular intervals after 
implementation. 


e Coverage of the population: No survey system will produce a truly 
representative sample, but it should aim to broadly cover population sections, 
including as rural as well as urban. 


e Appropriate choice of populations will differ from country to country 
and should be guided by an assessment of scientific needs as well as available 
resources and cultural and political factors. 


e Regular analysis and dissemination of results, focusing on prevalence 
in young age groups as a surrogate measure of HIV incidence and producing 
data specific for each sex. 


e Need to analyze data by site, age and if applicable by sex, in an 
attempt to detect differentials. 


Need to develop surveillance protocols for consistency of survey 
methods and comparability of results over time and between countries/areas. 


Despite these major challenges, most countries now accept the need to 
monitor HIV and AIDS in a manner that is epidemiologically valid and respects 
confidentiality. In virtually every country, systems have been established for 
AIDS case reporting and in most countries the prevalence of HIV has been 
reasonably well characterized among the higher risk populations. 
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There nonetheless remains a number of issues surrounding the 
surveillance of HIV, AIDS and STDs that have to been well addressed. These 


are addressed below. 


Continuing confusion in some countries about the role of 
Surveillance 


The role of surveillance is to provide information to support the 
development and assessment of health programs. In some countries of the 
Asia-Pacific region, there is ongoing confusion about the role of surveillance. 
In particular, there remains a view in some sectors that one of the roles of 
surveillance is to detect people with HIV infection for the purpose of subjecting 
them to direct intervention of some kind, sometimes even involving law 
enforcement activities. 


Implementation of HIV sentinel surveillance in the Asia-Pacific 
region 


HIV sentinel surveillance in the Asia-Pacific region does not require special 
procedures or methodologies. However, there are some specific issues that 
should be taken into consideration in implementing HIV sentinel surveillance 
in the region. 


Implementation of HIV sentinel surveillance in the Asia-Pacific region 
will require a careful selection of sentinel groups, based on their relevance to 
the epidemic, their accessibility and the feasibility of the study. 


Traditionally, the recommended groups for HIV sentinel surveillance were 
STD patients (high-risk behaviors) and antenatal clinic attenders (low risk or 
as a proxy of the general population). In addition, data could be available from 
blood donors and limited serosurveys in sex workers. This methodology was 
developed looking primarily at the African epidemic and the reality of the 
African countries, where STD patients are readily available in most health 
facilities and antenatal screening for syphilis a routine test for pregnant women. 


In several Asian countries, STD patients are rarely seen in the public 
health facilities. For confidentiality or other reasons, they seek treatment at 
private practices or prefer to try self-medication. The small numbers and the 
implicit selection bias make them a difficult group to monitor for HIV 
surveillance. In addition, antenatal clinic care does not usually include a syphilis 
test at the first visit (probably due to the low prevalence of syphilis). When 
blood is collected from pregnant women, it is usually only a small drop for 
hemoglobin evaluation. This makes unlinked anonymous testing in this group 
extremely difficult. 
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On the other hand, sex workers, who are mostly floating and difficult to 
access in Africa, are often organized in well established brothels or massage 
parlors. In this setting, HIV sentinel surveillance can be easily implemented if 
blood is regularly taken for screening of other disease, e.g., syphilis. Military 
recruits have also been used successfully in Thailand to monitor the HIV 
epidemic. Migrant workers, sailors and fishermen can also be considered for 
HIV surveillance in specific situations. Blood donors remain a useful sentinel 
group in most populations that have universal HIV screening programs. 


Appropriate analysis of HIV sentinel surveillance data requires the 
calculation of confidence intervals (90 percent or 95 percent) around the 
prevalence estimate. 


Confidence intervals are essential statistical measures of error and should 
be included in the analysis and reports of HIV sentinel surveillance. Finding 
them in surveillance report is however the exception rather than the rule. 
Attempts should be made to be more scientific and clearly indicate in presenting 
results of HIV sentinel surveillance both the relevance and the limitations of 
the data. 


Can HIV sentinel surveillance monitor trends in a_ slow 
epidemic? 


Data available from several Asian countries, including Philippines, 
Indonesia, Bangladesh, and China, show a trend in the HIV epidemic that 
progresses very slowly, even in high-risk behavior groups such as sex workers. 
This contrasts with the exponential increase seen in other populations. Several 
reasons have been proposed for this pattern, including the relatively low 
intensity of risk behaviors, particularly commercial sex. 


Under these circumstances, analyzing these trends poses a special 
challenge to the surveillance system because HIV sentinel surveillance can 
only detect relatively rapid increase in prevalence in a short period of time. If 
the curve is flat, the confidence intervals will overlap for several years and it 
will be almost impossible to tell whether the epidemic is actually progressing, 
stabilizing or even decreasing. 


More samples do not always mean better surveillance. 


It is commonly accepted that, for meaningful interpretation, results of 
sentinel surveillance cannot be aggregated between different sites, except under 
the very unusual circumstance where it can be assumed with confidence that 
the sites draw from populations uniformly affected. Since this is rare, it is not 
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recommended that data from separate sentinel sites be aggregated. Prevalence 
rates should be calculated separately per site and sentinel group. Ifa summary 
statistic is required, the most appropriate would be a median value with range 
of rates, or a confidence internal, for any given type of sentinel site. 


Incidence monitoring 


Of central importance in targetting or assessing prevention activity is the 
rate at which new HIV infection is occurring, or the incidence. Apart from 
direct measurement through longitudinal surveys, which are expensive and 
difficult to sustain, HIV incidence can be estimated from back-projection of 
AIDS cases, or from repeat cross-sectional surveys. At present, few countries 
are attempting to regularly and systematically estimate HIV incidence using 
one or more of the available methods. Although some expertise in modelling 
and statistics is available in many countries, it is often underutilised in the 
estimation of HIV incidence. Another measure of HIV incidence can be obtained 
through the monitoring of HIV prevalence in young age groups. 


Monitoring of advanced manifestations of HIV infection 


A good understanding of the spectrum of advanced HIV disease is essential 
for the planning of support and care services, and for assessing the benefit over 
time of new therapeutic and prophylactic agents. Monitoring of disease spectrum 
need not take place on wide scale; it is more practical to select a small number 
of experienced clinical sites, to regularly report on advanced treatment 
manifestations, and patterns or therapy. 


AIDS case definition 


Countries in the Asian Region have so far used the WHO case definitions 
or modifications if the CDC case definitions. The situation in Asia is complicated 
by the presence, among countries and within countries, of facilities and groups 
that can access highly sophisticated diagnostic tools with facilities and groups 
that can only use basic laboratory or health facilities. In addition, clinical 
manifestation of HIV opportunistic infections in Asia may be different from the 
clinical pictures found both in Western and in African countries. As described 
above, specific AIDS case definitions have been developed for use in Africa, 
USA, Europe and Latin America. By now, we have accumulated sufficient 
experience and expertise in this Region to be able to look critically at the 
existing definitions and agree on an AIDS case definition for Asia . This 
commonly agreed definition could be suggested to all countries and would 
facilitate, among other things, comparison of AIDS data among Asian countries 
and back calculation of HIV prevalence and incidence in countries of this Region. 
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Monitoring of the prevalence and incidence of other STDs 


Considerable thought and effort must continue to go into the design of 
surveillance systems for the other STDs. For too long, methods that were 
clearly developed for other infectious diseases have been uncritically used for 
STD surveillance, with the consequence that there is little in the way of reliable 
estimates of the incidence and prevalence of most STDs, and the extent of 
morbidity that they actually cause. In addition, innovative ways must be 
developed to include cases that are treated in venues that often do not report 
to public health authorities, such as private physicians and pharmacies. 


Surveillance of HIV in children 


Given the number of women affected by HIV in the Asia and Pacific region, 
the potential for vertical transmission to newborn children is significant. 
Although the number of children in the region infected by this route is unknown, 
the numbers are likely small at present compared to adult infections. However, 
HIV infections in newborns have an importance that far outweighs their 
numerical value because they are potentially preventable. 


Programs that offer voluntary HIV counseling and testing to pregnant 
women and appropriate therapy to those infected are needed to prevent vertical 
transmission of HIV to newborns. In this regard, the surveillance of HIV in 
children is important since it can help to define the need for such programs, 
guide their implementation, and evaluate their effectiveness. 


Surveillance of HIV infection in early childhood and adolescence in the 
region is also deficient. The first opportunity surveillance systems have to 
observe the emergence of HIV infection in this population is when girls become 
pregnant and attend antenatal clinics, or when boys are enrolled in the military. 
By the age of 15B the earliest age included in routine surveillance in most 
countriesB some boys and girls may have already become infected with HIV, 
as found in Manipur state in India, Cambodia and Thailand. Surveillance systems 
should become more sensitive to age and sex differentials in young people. 


4.2 UNDERSTANDING HIV SPREAD: THE ROLE OF 
BEHAVIORAL SURVEILLANCE 


Perhaps more so than any other continent, Asian countries are 
experiencing highly varied HIV epidemics, which are due to a number of factors 
including differential levels of risk behaviors such as multiple sexual 
partnerships and injecting drug use. Additionally, because Asia consists of both 
developing and developed countries with a variety of religious and cultural 
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backgrounds, these risk behaviors are situated in highly varied socioeconomic 
and cultural environments that can either help or hinder the spread of HIV. 


Why are Epidemics so Different Among Some Countries in Asia? 


Data from countries in the region support the consistent finding that the 
spread of HIV is proceeding very slowly in some areas of Asia and very rapidly 
in others. The available data also show that these differences are not the result 
of early or late introduction of HIV into those areas. For example, HIV has 
been present in the commercial sex networks of the Philippines and Indonesia 
as long as it has been in Thailand and Cambodia. Yet rapid and extensive HIV 
epidemics have occurred in the latter two countries and not yet in the Philippines 
and Indonesia. What might account for these marked differentials? 


It has been hypothesized that, among the behavioral factors that determine 
the different pattern of these epidemics in heterosexual populations, the following 
two are believed to be of paramount importance: 


(1) the level of sex partner turnover among female sex workers (i.e., the average 
number of paying customers a sex worker has in a typical work week); 


(2) the percentage of the male population who use female sex workers in a 
year. 


The first variable (the intensity of risk) will determine whether the initial 
burst of new infections will occur among sex workers and their male clients. 
The second variable (the prevalence of risk) will determine how widely HIV 
will spread in the general population. In Thailand and Cambodia, prior to their 
HIV epidemics, the average number of customers per sex worker was several 
times higher than comparable figures for sex workers in Indonesia and the 
Philippines. Similarly, the percentage of the male population who visit 
commercial sex workers in a given year was higher in the former two countries 
as well. 


The explanatory power of these variables is strongest in situations where 
there is low or no condom use in commercial sex and where ‘sex’ is primarily 
penetrative vaginal or and sex. 


The implication for Asia is that, in areas where there is little or no HIV 
and STD data, program managers can identify regions or communities of greatest 
vulnerability by conducting behavioral surveys that measure these two variables. 


For example, the widespread epidemics in Thailand and Cambodia are 
based on the high patronage of commercial sex workers in those countries by 
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males. Vietnam, on the other hand, has to date experienced a predominantly 
IDU-associated HIV epidemic, with concern growing that significant heterosexual 
spread will occur as well. Although HIV and AIDS case reports are still moderate 
for Papua New Guinea, that country is expected to face the prospect of a rapidly 
expanding HIV epidemic because of high rates of multiple sexual partnerships 
that are not commercially based. One hypothesis of differential rates of HIV 
spread in Asia appears in. 


HIV risk behavioral surveillance: An example from Bangkok, 
Thailand 


Eight population groups in Bangkok, Thailand, were surveyed from 1993 
to 1996 as part of a large-scale monitoring of risk behaviors in that city. The 
figure shows that direct (brothel-based) and indirect (non-brothel-based) sex 
workers increased their condom use at different levels, depending on type of 
sex partner. 


Direct sex workers reported high consistent condom use beginning in 
1993 and this has increased over time. Their indirect counterparts initially 
reported far less condom use but this also increased with more intervention 
focus over time. However, condom use in both sex worker groups with their 
non-paying clients remained low and unchanged over the 3-year time period, 
signaling that intervention programs need to target these sexual partners as 
well. 


A growing number of Asian countries such as Thailand, the Philippines, 
Indonesia, India and Cambodia have initiated behavioral surveillance surveys 
(BSS) to understand the role of and track behavioral risks for HIV, BSS has its 
roots in HIV and STD surveillance and takes these methodologic concepts to 
the monitoring of HIV risk behaviors. HIV prevalence taken from HIV 
surveillance is indicative of sexual behaviors from several years back and is 
slow to change even when risk behaviors may be changing rapidly. BSS thus 
bring surveillance data closer to what prevention programs require by providing 
systematic measurements of risk behaviors over time. 


Given the emerging epidemics in the region, other countries should be 
seriously considering adding behavioral surveillance to their epidemic 
monitoring efforts. Specifically, while existing BSS projects have concentrated 
on sex workers and various occupational sub-groups of males that tend to visit 
sex workers, efforts are needed to conduct behavioral surveillance in areas 
where injecting drug users and men who have sex with men are located in 
sizable numbers. 
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Researchers have struggled with determining the important risk behaviors 
to track and how to best measure them. Consensus is beginning to form around 
five types of behaviors and characteristics that help to predict the course of the 
epidemic: 


e Age at first intercourse 

e Type of sex partners (e.g., casual, commercial) 

e Number of sex partners by type 

e Condom use 

e Needle-sharing (for injection drug user surveys) 

e Other factors affecting risk taking, such as alcohol and substance use 


Such behaviors are sensitive and respondents may be reluctant to discuss 
them openly. Surveys thus require well-trained interviewers and appropriate 
interview settings. Behavioral surveillance, like other surveys reliant on self- 
reports, must be carefully implemented and validation through other data since 
self-reported behavioral data can be biased. 


Behavioral surveillance is not a panacea for understanding all facets of 
HIV risk behaviors. In fact, it should be limited to only a few key target groups 
with a survey instrument containing rapport-building questions and a small 
but carefully chosen set of risk behavioral questions. In-depth information 
about target groups, the evaluation of specific interventions, and relationships 
between several behavioral variables are better obtained through quantitative 
and qualitative behavioral research specifically designed to answer these 
questions. They are necessary adjuncts to behavioral surveillance that together 
form a comprehensive package of monitoring and evaluation. 


For example, sexual networking patterns play an important role in the 
rapidity with which HIV is spread within special populations (e.g., sex workers, 
clients of sex workers or highly mobile populations, etc.) and within broader 
segments of the society (e.g., women without sexual risk behavior). These 
patterns can be monitored to some extent through the application of behavioral 
surveillance, but also require other types of socio-behavioral investigations 
(e.g., qualitative/ ethnographic studies). 


There is a need to develop minimum common approaches and 
methodologies for STD surveillance as well. Given the well-documented link 
between STD and HIV transmission, it is critical to assess how STD rates are 
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affecting the course of AIDS epidemics in the region. With a few notable 
exceptions, there is a poor understanding of STD prevalence in countries of 
the region. Analyzed together, HIV, STD, and behavioral surveillance can 
provide complementary data to understand and track different facets of sexually 
transmitted diseases and their risk behaviors. 


4.8 HIV TESTING POLICIES AND PROGRAMS 
HIV testing may serve any of the following objectives: 


1) Screening: To ensure safe blood transfusion and organ transplant through 
screening of blood and blood products, and of tissues, sperm or ova from 
donors. 


2) Surveillance: Unlinked and/or anonymous testing of serum (or other body 
fluids) for the purpose of monitoring HIV prevalence over time in a given 
population. 


3) Diagnosis of HIV infection: Voluntary testing in order to inform individuals 
about their serostatus. 


HIV testing policies and programs are relevant to the monitoring of HIV/ 
AIDS epidemics regardless of the original objective for testing, the test results 
unlinked from identifying information may be used additionally for surveillance. 
For example, test results from blood donors and those seeking diagnosis are 
often used in surveillance reports. 


Testing strategies vary widely and the appropriate test or combination of 
tests depend on three criteria: 


1) the objective of the test (for screening, surveillance, or diagnosis); 
2) the sensitivity and specificity of the test(s) being used; and 
3) the prevalence of HIV infection in the population being tested. 


Most HIV tests detect HIV antibody in serum/plasma or other body fluids. 
Although HIV antibody testing has been available in the region since 1985, 
tests have recently become available to detect viral antigen. These are much 
more expensive than HIV antibody tests and are used by only a few Asian and 
Pacific countries, generally only in specialized medical settings. Tests that detect 
antibody in fluids such as saliva or urine, although available, are presently 
only used for research purposes. These collection methods and tests have 
great potential for use in surveillance testing as they will help reduce some 
logistical difficulties and cost. Tests commonly used in developing countries 
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are based on the presence of HIV antibody in serum/plasma, i.e., ELISA, Western 
Blot, rapid tests. In most countries in the region, testing strategies consist of 
an initial screening test, usually an ELISA-based test, followed (for reactive 
specimens only) with a second (confirmatory) test, generally either a second 
ELISA and/or Western Blot test. 


Key Issues 


Testing strategies vary tremendously across the region and within each 
broad objective (screening, surveillance, and diagnosis). Complex technical, 
programmatic and ethical/human rights issues abound. The issues presented 
below are crosscutting and are encountered in most countries in the region: 


Financial and qualified human resources are insufficient in most 
countries to provide adequate coverage for quality blood screening, 
surveillance, and diagnostic testing. Policymakers must carefully evaluate 
and provide guidelines for HIV testing options that are appropriate to the 
country, the purpose of testing and are affordable. Resources must be allocated 
for surveillance, blood screening and didgnosis, while carefully balancing these 
needs within the larger public health needs. Innovative approaches must be 
considered for tapping additional resources, such as referring testing clients to 
the community for counselling services; also, there is a need to increase and 
improve training at all levels. 


There is an urgent need to assure quality throughout the testing 
process to ensure accurate results and confidence in data and results. 
This can be achieved by developing standard procedures, increasing and 
improving training for field workers (data collectors) and lab technicians, and 
monitoring the entire process. 


Assuring Quality Throughout 


An HIV test result not only has important implications for an individual 
and his/her future decisions, but its accuracy is critical to insure a safe blood 
supply and accurate monitoring of the epidemic through surveillance. 


The availability of high quality HIV tests does not guarantee that reliable 
results are reported to the patient or the health system. Quality assurance is 
the total process that guarantees that the final results reported are accurate 
and the client is counseled, unless anonymous unlinked testing is performed. 
This comprehensive attention to quality begins with specimen collection with 
informed consent and continues through the reporting and interpretation of 
results. It includes specimen collection and handling, the laboratory procedure 
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itself, documentation, reporting and interpretation of results as well as the 


counseling process. Quality Assurance includes laboratory quality control and 
external quality assessment programs. 


A comprehensive Quality Assurance program requires the support of 
policymakers to provide the required infrastructure. Standard policies and 
procedures appropriate to the country must be developed and disseminated. 


Quality test results require commitment of financial and human resources. 
Training for all those involved in the testing and reporting process is a key 
component of a Quality Assurance Program. 


HIV testing has the potential for human rights abuses, including 
marginalization, coercion, discrimination and violence. Policymakers 
should develop and enforce clear policies on confidentiality and the use of test 
results and include persons living with HIV/AIDS in policy formulation. Legal 
provisions must be established to protect testing clients from abuse. Once 
these policies are developed, they must be disseminated and included in training 
for all people involved in the testing process from the point of first contact in 
health care settings, to the lab technicians to the counselors. 


There is an increasing demand for early diagnosis of HIV infection, 
both for per personal knowledge and decision making and for medical 
management. Testing should always be accompanied by counseling, support 
services and treatment when available. Before aggressive case finding for 
medical management can be recommended, policymakers must consider 
availability of treatment options and balance resource allocations of the overall 
public health program. Clear policies regarding use of test results and 
confidentiality must be established and enforced. 


A number of countries in the region are considering the use of 
HIV Rapid Tests for home-based testing. Policymakers should carefully 
consider the complexity of the administration and interpretation of the tests 
and the wide ranging implications and effects home testing can have, including 
the psychosocial support requirements and opportunities for human rights 
abuses. These must be weighed against the potential benefits and be guided by 
clear regulation of the use of HIV tests outside of the laboratory setting. 


4.4 MODELING HIV/AIDS/STDS IN THE ASIA-PACIFIC 
REGION APPROACHES AND LIMITATIONS 


Models for the spread of HIV vary in sophistication from straightforward 
curve fits to extremely complex process models reproducing the dynamics of 
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multiple modes of transmission, requiring extensive behavioral, epidemiological, 
and demographic inputs. Both types of models have been applied in the Asia- 
Pacific region by a number of different groups. A strong demand has been seen 
for the output of these modeling efforts. This demand is driven by national 
AIDS programs and AIDS organizations, which wish to use them to advocate 
for expanded responses and to anticipate the magnitude of the tasks ahead of 
them, and by policymakers who want to understand the longer term implications 
of the epidemic for their own work. The value of models comes not only from 
providing people with concrete estimates of HIV infections and deaths for 
advocacy and planning purposes, but epidemiological and behavioral data. 


STD modeling approaches have rarely been applied in the Asia-Pacific 
region, except in the context of models such as iwgAIDS, which simultaneously 
tracks STDs and HIV. To a great extent, this is the result of the lack of quality 
STD trend data from any of the countries in the region. Thus, STD models will 
not be discussed further except as a key issue. 


A Brief History of Past HIV/AIDS Efforts in the Asia-Pacific 
Region 


While Epimodel has been applied extensively throughout the region (in 
just about every country), for the most part modeling efforts using process 
models have been concentrated in Thailand, with some additional work done 
in Indonesia and Papua New Guinea. All of this work currently exists as ‘gray 
literature’ and not in published journals. 


The earliest and most extensive modeling efforts in the Asian region have 
looked at Thailand, perhaps encouraged by the ready availability of both 
epidemiological and behavioral data since 1990. Thailand also offers the best 
opportunity to check the validity of models, since eight years of epidemiological 
trend data along with numerous behavioral studies are available. A number of 
groups have examined the Thai epidemic. 


Uses and Limitations of HIV/AIDS Models 


¢ Models can provide a better understanding of the epidemiology and natural 
history of HIV infection and AIDS. 


¢ Models can provide plausible HIV/AIDS estimation and projections 


(scenarios) to evaluate the morbidity, mortality, economic and demographic 
impact of HIV/AIDS. 
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Models cannot and should not be used to provide estimates of the past or 
current prevalence of HIV infections and AIDS cases. Such estimates must 
be extrapolated from the available HIV/AIDS data. 


Simple models such as the back-calculation method can provide estimates 
of the past patterns and incidence of HIV infections if reliable estimates of 
the annual incidence of AIDS cases are available. Epimodel can provide 
estimates of the annual incidence of AIDS cases if reliable estimates of HIV 
prevalence are available. 


More complex models incorporate biological and behavioral variables that 
describe the transmission and natural history of HIV infection to simulate 
the entire disease process. 


Models which use epidemic curves, such as Epimodel, should not be used 
in situations where extensive spread of HIV has not been documented. 


Estimation and projection of HIV infections and AIDS cases using any HIV/ 
AIDS model cannot be considered precisely accurate. All model outputs 
have to be constantly reviewed, and revised, as additional data become 
available. 


The methods and models used for estimation and projection of HIV/AIDS 
need to be examined critically and understood before their outputs are 
accepted and used for public health program or policy decisions. 


The Thai experience is one of relatively abundant data, and an 


epidemiologically interesting and relatively complex (and in some respects an 
atypical) epidemic. Consequently, considerable modeling attention has been 
paid to the Thai case over the past decade. These efforts, briefly described in 
the box, lead to a number of observations: 


Modeling Efforts in Thailand 


iwgAIDS: Organized in 1991, the Thai Working group on HIV/AIDS 
Projection, a collaboration of various Thai institutions and the U.S. Bureau 
of the Census, applied the iwgAIDS model to the Thai situation. The results, 
a cumulative 2 to 4 million HIV infections by 2000, were adopted by the 
Thai Ministry of Public Health for planning purposes. Subsequent efforts 
to apply this model had difficulty reproducing certain aspects of the Thai 
epidemic used for this projection. 


The NESDB Model: Faced with the need to update the above projections, 
the National Economic and Social Development Board (NESDB) Working 
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Group on HIV/AIDS Projection in 1994 followed a similar collaborative 
approach to develop a model that combined a relatively simple incidence 
model incorporating commercial sex behavior, condom use, and STD levels, 
with an HIV-to-AIDS-to- Death progression model. Observed epidemic trends 
through 1993 were well reproduced by the model, and different scenarios 
explored the impact of behavior change on the future Thai epidemic. These 
projections are currently the official population projections used for 
government planning purposes in Thailand, but have not yet been adjusted 
to fully reflect the behavioral and epidemiological changes of the past few 
years. 


GPA Age-Cohort Model: Stoneburner et al. prepared a model for incidence 
and prevalence that fits observed trends in conscripts in the northern 
Thailand over the first few years of the epidemic. This model showed 
substantial incidence declines beginning in 1990. 


SimulAIDS: Robinson et al. applied SimulAIDS to produce an estimated 
of 2 million averted infections through 1995. This model produced 600,000 
cumulative infections through 1995, and found infections in pregnant women 
continuing to increase through the year 2000. 


Anderson Four-Compartment Model: In work done as a MOPH/ 
Chulalongkorn/ Oxford University collaboration, Anderson’s four- 
compartment model tracked early trends in the Thai epidemic but did not 
reproduce recent declines in seroprevalence in conscripts while 
underestimating current infection levels in ANC women. 


GPA/WHO Epimodel: This model was used in 1990 in Thailand and 
projected a cumulative total from 1.5 to 2 million HIV infections by the 
year 2000. 


Strong collaboration can help to ensure maximum use of available empirical 
data, while enhancing the changes for the results of modeling to be adopted 
by consensus and used in policy decisions and program planning. 


But even in the same country using the same sources, considerable variation 
exists in the translation of epidemiological data into estimated current or 
cumulative prevalence figures. Further study is needed of how best to 
convert sentinel data sets to estimates of general population prevalence. 


Trends in behavioral data are not easy to incorporate into existing models. 
The Thai situation in the 1990s has been a very dynamic one, which requires 
the ability to input behavioral parameters such as condom use and risk 
behavior over time if the epidemiological trends are to be reproduced. 
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e Despite the complexity of some of the models, they have had limited success 
in fitting actual trends in the data, raising concerns about whether 
assumptions in the models correctly describe the complexity of the Thai 
situation. 


e Perhaps due to strong collaboration, examined even in hindsight, none of 
the above efforts produced results that were truly outlandish, although a 
number of such projections were to be found in the popular press. The 
higher results of the earliest efforts in part show the fact that much of the 
Thai behavior change had not yet been reflected in the data available. 


Thailand has benefited substantially from these modeling efforts. 
Programs and policies have been justified by the results of these models, and 
the Thai AIDS prevention effort has become stronger as a consequence. But 
the Thai experience also highlights the complexities of modeling AIDS epidemics 
and the potential pitfalls along the way. Other countries, perhaps with less 
empirical data and fewer resources devoted to modeling, have had differential 
success both in developing plausible models of the local epidemic as well as in 
incorporating these results into their prevention efforts a Modeling Effort in 
Indonesia. 


With international technical assistance, the Ministry of Health in Indonesia 
produced projections for the country using a complex deterministic model 
(iwgAIDS). Multiple projections were prepared, with projected total infections 
ranging from several hundred thousand to 2.5 million by the year 2000. 
However, the most publicized projections have been the high end estimates, 
which have frequently been mentioned in press statements from Ministry 
officials. These estimates were used to mobilize a national and international 
response tot he impending epidemic. 


Recently, a review of the current epidemiological situation produced very 
low estimates for HIV prevalence in 1997, and considerable confusion has been 
developing in the country over the discrepancy between these estimates and 
the earlier projections. Even in a pessimistic scenario with extremely rapid 
HIV spread, the high estimates are extremely unlikely to be reached by the 
year 2000- now less than three years away. This situation highlights the difficulty 
in modeling epidemics in a country with little empirical data and with an 
epidemic in a very early phase. 


There is a need to improve policymakers’ understanding of uses and 
limitations of HIV/AIDS models. However, before than can be done, modelers 
themselves need to reach a consensus on the uses and limitations of the models 
that are in use in the Asia-Pacific region. 
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One approach to capacity building for modeling is to establish national 
technical working groups to assemble the relevant data and supervise the HIV 
estimation and projection process. These working groups can be linked through 
the Internet and convened through sub-regional meetings. Current modeling 
approaches perform best when an epidemic is in progress; tools for estimating 
levels and trends of HIV in the absence of an epidemic are not yet well- 
developed. Alternative models need to be developed that include a few key 
variables and can describe the potential for an epidemic where HIV is still low. 


There is still a need in Asia for more capacity building in HIV and behavioral 
survellance in order to collect the data that would be required by these models. 
Multi-country studies, with standardized methodology for collecting HIV/STD 
and behavioral data, should be applied along the lines of the current UNAIDS 
project in several countries in Africa. Application of complex process models to 
produce projections should be limited to countries in which at least three or 
four years of reliable epidemiological and behavioral trend data are available. 


Models that estimate and project levels of STDs have not been widely 
used in Asia-Pacific. There is a need for translating data on STD incidence and 
prevalence (by type of STD) in the region into measures of HIV epidemic 
potential. Countries need to be encourage to conduct estimates and very short- 
term projections of HIV, revise these estimates on an annual basis, use the 
lower of multiple scenarios for planning and public dissemination, use these 
data to project the impact of HIV and of the interventions undertaken to bring 
the HIV epidemics under control. 


Use and Non-use of HIV/STD and Behavioral Surveillance: 
Opportunities for Improvement 


HIV, STD, and risk behavioral surveillance are important tools in 
understanding the dynamics of transmission, the impact of the epidemic, and 
the efforts of interventions designed to reduce disease incidence. But their use 
in Asia for policy and program development has been varied. In fact, in many 
countries in Asia, surveillance data has not been collected or, if so, has been 
presented in a manner not conducive to its use and understanding by decision 
makers. This impedes the development of regional strategies to respond to 
the different epidemics more effectively. 


Three examples from Asia illustrate various of uses of HIV, STD, and 
behavioral surveillance data. 
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India has clearly used existing sentinel surveillance data, but the lack of 
it in many states has hampered the forecasting of the HIV epidemic in these 
areas. Behavioral surveillance has helped clarify and bring to consensus the 
risks of several population segments in the state of Tamil Nadu. Future waves 
should indicate how much these groups are changing their behaviors in the 
face ofinterventions. 


In Indonesia, continuing serosurveys have helped to clarify the HIV 
epidemic, with initial estimates suggestive of a widespread epidemic and more 
recent estimates leaning toward a much more limited and concentrated spread. 
Behavioral surveillance has quantified the sexual behaviors of several 
Indonesian population groups- a relatively new and sensitive topic for many 
policymakers. Interpretating and disseminating these findings has therefore 
been done with caution. 


Cambodia’s HIV epidemic has been well characterized recently, albeit 
late, by sentinel surveillance. Nevertheless, some gaps remain in understanding 
the epidemic in rural areas and among pregnant women. Both serologic and 
behavioral surveillance have been used to stress the dissemination of the 
epidemic throughout the Cambodian population. 


Part of the problem in trying to compare data across Asia is that 
surveillance data have been collected in a variety of ways. Standardization of 
basic surveillance data collection among countries in the region would enable 
better information a guage the status and trends of the different HIV/STD 
epidemics and provide opportunities for planning regional intervention strategies 
at multiple sites. However, while collection of similar data will ensure 
consistency and the opportunity for transnational comparison, epidemics in 
different countries are at different stages of development. Therefore, the 
respective epidemics in each country need to be carefully examined to determine 
the need for additional data. 


The overall purpose of data gathering is public health action. This need 
should guide the types of data that are collected. Surveillance plans also need 
periodic review to keep pace with changing epidemics and population 
characteristics to determine the trends of the HIV/STD epidemics in countries. 


Involving community members and policymakers in the planning of 
surveillance will better ensure that the information resulting from it will be 
used to develop beneficial and equitable policies as well as effective intervention 
programs. The way surveillance data has been presented in many countries 
has been a major deterrent to its best use. Surveillance data ideally should be 
used by policymakers, community groups, and the media for planning 
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intervention and public health programs and for disseminating information to 
the public. If data are to be used by all of these groups, it is necessary that it be 
packaged and presented in a targeted manner for ease of comprehension and 
use. 


Asurveillance system can become a meaningless exercise in data collection 
unless the findings motivate action to reduce HIV transmission by key 
stakeholders, including policymakers, program managers, and the surveyed 
communities. This can be accomplished in several ways: 


e Consensus needs to be built among various stakeholders on the communities 
to be surveyed about, the data to be collected and disseminated, and the 
forms dissemination will take. This helps to build a sense of . ownership 
of the findings and ensures that their presentation is appropriate for and 
relevant to the various target audiences. 


e Acomprehensive dissemination strategy needs to be developed at the same 
time surveillance is planned. This strategy should include dissemination 
of some key findings as soon as possible after data collection is completed 
to sustain stakeholder interest and speed the implementation of prevention 
activities. 


e Target audiences should be prepared will in advance to understand the 
meaning, limitations, and interpretation of the surveillance results well in 
advance of their actual release. 


e Specific dissemination materials should be developed for each target 
audience to explain the findings in clear and simple language they can 
understand. 


*° Target audiences need follow-up to enable questions to be answered, 
meanings clarified and interpretations developed as well as to empower 
them to make informed recommendations on the appropriate policies, 
programs, or actions suggested by the data. 


Each of the potential target audiences listed above has a role in reducing 
HIV transmission and can take action based on the findings. However, it 
must also be remembered that there are often local concerns and sensitivities 
about the open discussion of the behaviors that transmit HIV. These sensitivites 
are often strongest among key government officials or high-ranking religious 
leaders whose alienation might seriously impede prevention efforts. In designing 
dissemination activities and materials, careful attention should be paid to these 
concerns, especially those of key policy, community and media gatekeepers. 
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Whenever possible, data should be disseminated in forms that respect the 
concerns of the target audience, involve them in the dissemination process, 
and present the results in language that will not be found objectionable. Indirect 
avenues for dissemination also should be explored. For instance, the significance 
of the findings should be explained to those representing influential 
policymakers and religious leaders with the intention of having them pass on 
the key information to their colleagues. 


Because members of the communities under surveillance are actively 
involved in the planning of surveillance and have the ability to respond to the 
findings by changing behavior, surveillance implementers have a special 
obligation to ensure that community leaders and other community members 
are informed of the findings. Their active participation throughout the entire 
process of design, implementation, and dissemination of surveillance will 
strengthen the system and help to ensure its reliability and validity. 


Those implementing surveillance cannot assume that they have finished 
their work when they produce a final report with detailed statistical analysis. 
Most peopled do not know the meaning of ‘p-value’ or ‘confidence interval ’ and 
such language is likely to confuse the issues in their minds rather than clarify 
them. In order to reach all potential target audiences with the appropriate 
messages, a number of forms of dissemination will usually be required including: 


e a detailed report with complete statistical analysis. This report 
serves as the technical foundation for preparing other dissemination 
materials and may be appropriate for distribution to program managers 
and staff of organizations actively working with the communities surveyed. 
Even within such a report, significant results should be highlighted and 
summarized in clear, non-technical language. 


e Briefing materials for the media. Technical language should be avoided 
in materials prepared for the media. Press releases or briefing papers should 
focus on only a few key findings and their implications so as not to confuse 
the reader. Whenever possible, a written summary of remarks should be 
provided when discussing surveillance findings with media, which will help 
to reduce misquoting and misinterpretation. In preparing these materials, 
it is important to remember that the media is an indirect way of reaching 
policymakers and the public. 


e Short policy briefs and personalized briefing sessions. Because 
policymakers and leaders of the surveyed communities are positioned to 
have a major impact on prevention measures, materials specifically targeted 
to them are essential. Each policy brief should focus on a few key aspects of 
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the findings, discuss the most important implications for their own activities, 
and make specific recommendations for actions they might take to exert 
positive influence on prevention activities. Separate policy briefs and briefing 
sessions will often be advisable and perhaps necessary for different 
policymakers or community leaders so the materials can be made directly 
relevant to their needs, which can include satisfying their constituents. 


Group dissemination meetings or presentations. Meetings or 
presentations with large groups can offer an opportunity to present the 
findings to members of the surveyed.communities, policymakers or program 
managers, and the general public. The full process of dissemination may 
involve such meetings before, during, and after the release of data. 
Meetings before and after data collection can be sued to explain the data 
that is being collected, discuss issues of its interpretation and prepare people 
to readily accept it use it strategically. 


Recommendations for action in spheres of influence. Materials for 
the Ministry of Education might emphasize the need for school-based sexual 
health education at late primary or early secondary level based on the 
number of young people reporting an age at first intercourse. However, to 
maintain maximum credibility, any recommendations given in surveillance 
policy briefs should result from surveillance findings. 


Presentation of sensitive information. Data regarding marginalized 
communities, for instance, sex workers or men having sex with men, need 
to be carefully presented, with sensitivity to the concerns of these 
communities. The data should be presented, in a way that does not increase 
stigmatization or discrimination. 


The importance of dissemination should not be underestimated. With 


effective dissemination, surveillance can become an important component of 
advocating for expanded action and motivating a broader societal response to 
HIV prevention. 


Key Recommendations 


Key recommendations to improve the monitoring the HIV/AIDS epidemics, 


enhance the use of surveillance data and better understand the risk and 
vulnerability for HIV infection in the Asia-Pacific region are summarized below. 


Protection of confidentiality and privacy must be absolutely respected in 
all public health surveillance activities. 
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Future efforts in surveillance should attempt to document the extent, 
distribution and characteristics of sex workers. This would lead to a 
recognition of the biases inherent in the continued use of the same groups 
of sex workers for epidemiological and behavioral surveillance. 


Surveillance of HIV in sex workers may lead to the public perception that 
sex workers are the. cause of an HIV epidemic. This can result in greater 
discrimination and more support for prohibitive policies, which may further 
aggravate vulnerability to HIV and fuel the epidemic. Thus, surveillance 
should be accompanied by clear policies on non-discrimination and 
supportive prevention interventions. 


Where possible, localized surveillance is likely to be more useful for 
intervention design and to permit a more careful analysis of the behaviors 
and sexual networks of sex workers so that more informed decisions can 
be made regarding interventions. 


The monitoring of HIV trends in injecting drug users has revealed both 
their high vulnerability of HIV and the positive impact that prevention 
programs can have in minimizing this vulnerability. Based on this evidence, 
prevention programs should be specifically aimed at reducing the 
transmission of HIV among IDUs by using harm reduction principles. 


The behavioral and epidemiological patterns found among mobile populations 
in cross-border areas are poorly known. Investigative studies, including 
ethnographic research, are needed to provide a better understanding of 
the increased vulnerability of these populations to HIV and other sexually 
transmitted diseases while they are in these areas. 


Border crossings in Indochina and South Asia require urgent prevention 
and care interventions. Interventions to reduce the vulnerability of 
populations traversing cross-border areas are needed because mobile groups 
can serveas. bridges between high-risk and low-risk populations, thereby 
creating the potential for a widespread diffusion of HIV. Well-traveled border 
towns and ports are also gateways and catchment areas for many different 
types of travelers and are, therefore, appropriate and convenient sites for 
intervention. 


The surveillance of sexually transmitted diseases in the region remains 
largely inadequate. Reliable survey methods for STDs other than HIV should 
be developed for routine surveillance application. 
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Broad-based behavioral surveillance is not a panacea for understanding all 
facets of HIV risk behaviors. In-depth information about target behaviors, 
the effectiveness of interventions and the relationships between several 
behavioral variables are better obtained through quantitative and qualitative 
behavioral research designed to answer specific questions. 


Lack of confidentiality in HIV testing fosters human rights abuses, including 
marginalization, coercion, discrimination and violence. Clear policies on 
confidentiality and the use of test results should be developed with the 
participation of persons living with HIV/AIDS. Legal provisions must be 
established to protect testing clients from abuse. Once these policies are 
developed, they must be disseminated widely and emphasized in the training 
of all people involved in the testing process. 


There is an increasing demand for early diagnosis of HIV infection, both 
for personal knowledge and decision making and for medical management. 
Testing should always be accompanied by counseling and care and support 
services. Before voluntary HIV testing is advocated on a large scale, 
policymakers must consider availability of treatment options and the 
allocation of resources to and within the public health sector. 


Epidemiological models have been used frequently in the Asia-pacific region 
to support the development of national policies on HIV/AIDS. There is a 
need to improve the understanding by health professionals and policymakers 
of the appropriate uses and limitations of HIV/AIDS models. Modelers 
need to reach a consensus on the appropriate uses and limitations of the 
models that are being applied in the region. 


Current modeling approaches perform best when there is a well established 
HIV epidemic. The application of complex models to produce projections 
should be limited to countries in which at least three or four years of reliable 
epidemiological and behavioral trend data are available. Alternative models 
need to be developed that include a few key behavioral variables and can 
describe the potential for a more extensive epidemic where HIV is still low. 
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NATIONAL AIDS PREVENTION AND 
CONTROL POLICY, 1997 


Overview 


In India the HIV/AIDS epidemic is now 11 years old. Within this short 
period it has emerged as one of the most serious public health problem in the 
country. The initial cases of HIV/AIDS were reported among commercial sex 
workers in Mumbai and Chennai and injecting drug users in the north-eastern 
State of Manipur. 


The disease spread rapidly in the areas adjoining these epicentres and by 
1996 Maharashtra, Tamil Nadu and Manipur together accounted for 77 per 
cent of the total AIDS cases with Maharashtra reporting almost half the number 
of cases in the country. Even though the officially reported cases of HIV infections 
and full-blown AIDS cases are in thousands only, it is realised that there is a 
wide gap between the reported and estimated figures because of the absence of 
epidemiological data in major parts of the country. The overall prevalence in 
the country for a population of 970 million is still, however, very low, a rate 


much lower than many other countries in the Asia-Pacific region. 
‘ 


(a) Almost all parts of the available surveillance data clearly indicates that 
HIV is prevalent in country. In the recent years it has spread from urban 
to rural areas and from individuals practising risk behaviour to the general 
population. Studies indicate that more and more women attending ante- 
natal clinics are testing HIV-positive thereby increasing the risk of perinatal 
transmission. 


About 75 per cent of the infections occur from the sexual route (both 
heterosexual and homosexual), about 8 per cent through blood transfusion, 
another 8% through injecting drug use. About 89% of the reported cases are 
occurring in sexually active and economically productive age group of 18-40 
years. One in every 4 cases reported is a woman. 


The attributable factors for such rapid spread of the epidemic across the 
country today is labour migration and mobility in search of employment from 
economically backward to more advanced regions, low literacy levels leading 
to low awareness among the potential high risk groups, gender disparity, 
Sexually Transmitted Infections and Reproductive Tract Infections both among 
men and women. The social stigma attached to sexually transmitted infections 
also hold good for HIV / AIDS, even in a much more serious manner. This, 
coupled with lack of awareness, results in reporting of full-blown AIDS cases in 
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cities like Mumbai and Chennai causing severe strain on the hospital 
infrastructure. 


There have been cases of refusal of AIDS patients in hospitals and nursing 
homes both in Government and private sectors. This has compounded the misery 
of the AIDS patients. More often it is mistaken to be a contagious disease and 
patients are isolated in the wards creating a scare among the general patients. 
In the workplace there were cases of discrimination leading, in some occasions, 
to loss of employment. The active part played by some non-Governmental 
organisations in bringing out public interest litigations against such cases of 
discrimination and the judicial pronouncements by courts in support of the 
rights of such people has helped in alleviating the misery of the affected persons. 


The treatment options are still in the initial trial stage and are prohibitively 
expensive. While there is no vaccine in sight at least till the year 2000 AD, 
multi-drug protease inhibitor therapy, popularly known as ‘cocktail therapy’, 
is not a cure to the disease and may help only in prolonging the life of the 
patient. Therapeutic trials of these drugs are still in an elementary stage and 
there are fears of patients developing drug resistance and side effects if the 
therapy is not administered under proper medical supervision. There were 
instances of quacks taking advantage of the situation and promising cure 
through so-called herbal treatment and defrauding unsuspecting people who 
are infected with the virus of large sums of money. 


(b) Limited to 8% of the cases, is also a serious Transmission of the disease 
through blood, though issue as unsuspecting population can get infected 
through this route if safe blood is not ensured. Existence of a large number 
of small and medium blood banks, many of them in the private sector, also 
compounds the problem. The Supreme Court directive of May, 1996 has 
helped in phasing out unlicensed blood banks by May, 1997 and the 
prospective phasing out of professional blood donors by December, 1997. 
Compulsory testing of blood for HIV along with Syphilis, Malaria and 
Hepatitis B, which has now been introduced throughout the country will 
help in checking transmission of HIV virus through blood transfusion. 


(c) The problem of injecting drug users is not universal and is restricted to the 
north-eastern States and the urban pockets of metropolitan cities. The 
injecting needles which are the principal cause of transmission in such 
cases are used repeatedly by the drug users. The twin problem of drug 
addiction and HIV transmission pose a serious ethical and moral problem 
in the HIV prevention programme. Needle exchange programmes which 
have been taken up in other countries to ensure availability of sterile needles 
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for drug users are frowned upon in India because of ethical and moral 
implications. 


Although transmission of HIV through use of needles, razors and other 
cutting instruments in the thousands of beauty parlours, hair-cutting 
saloons and dental is insignificant, lack of hygienic practices in majority of 
these establishments also poses a health risk to the unsuspecting general 
population who visit these places every day. There is a great necessity in 
bringing these establishments to acceptable standards of hygiene to minimise 
and almost eliminate the chances of HIV transmission through the use of 
needles and sharp cutting instruments. 


With about 14 million TB cases existing in India, HIV/AIDS also poses a 
twin challenge of HIV/TB coinfection. Nearly 60% of the AIDS cases are 
reported to be opportunistic TB infection cases. Treatment of TB among 
the HIV-infected persons is a new challenge to the National TB Control 
Programme which has now adopted DOTS strategy for control of TB 
infection. Some of the drugs which are recommended for TB treatment 
pose complications in cases of HIV-infected persons and had to be withdrawn 
in areas of high HIV prevalence. At the same time looking for HIV among 
TB infected persons will also cause the problem of scaring away of a large 
number of TB infected cases in the country from seeking treatment under 
the DOTS strategy. There is no risk of any TB patient getting infected with 
HIV unless he or she practises high risk behaviour or gets infected from 
transfusion of HIV-infected blood. 


HIV/AIDS is not a disease which spreads randomly and is transmitted as a 
consequence of a specific behavioural pattern and has strong socio-economic 
implications. It not only costs huge sums of money in terms of controlling 
the opportunistic infections such as TB, Pneumonia and cryptococcal 
meningitis, but seriously affects individuals in their prime productive years 
causing serious economic loss to them and their families. 


All these aspects provide an unusual challenge of HIV infection through 
various routes which comes with its long period of invisibility and does not 
show out with opportunistic infections till a few years. In India with a large 
population and population density, low literacy levels and consequent low 
levels of awareness, HIV/AIDS is one of the most challenging health 
problems ever faced by the country. 
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Report on First HIV case in India 


1. Soon after reporting of the first HIV/AIDS case in the country, the 
Government recognised the seriousness of the problem and took a series 
of important measures to tackle the epidemic. A high-powered National 
AIDS Committee was constituted in 1986 itself and a National AIDS Control 
Programme was launched a year later. In the initial years the programme 
focussed on generation of public awareness through mass communication 
programes, introduction of blood screening for transfusion purposes and 
conducting surveillance activities in the epicentres of the epidemic. In 1992 
the Government formulated a multi-sectoral strategy for the prevention 
and control of AIDS in India. It is implemented through the National AIDS 
Control Organisation at the national level and State AIDS Cells/Societies 
at the State/UT levels. The programme concentrated on the following areas 
which conform to the global AIDS prevention and control strategy:- 


Programme Management 
Surveillance and research 


Information, Education and Communication including social mobilisation 
through NGOs Control of Sexually Transmitted Diseases 


Condom Programming 
Blood Safety; and 
Reduction of impact. 


2. Five years into the programme, the Government can look back with a 
certain measure of satisfaction for its success in important areas like 
generation of awareness about HIV/AIDS among the urban and rural 
population of the country. Awareness levels which were almost insignificant 
have increased to about 70-80% in urban areas even though the level of 
awareness in rural areas remains low at about 30%. 


3. Several important actions have been taken to ensure safe blood by 
modernisation and strengthening of blood banks, introduction of licensing 
system of blood banks and gradual phasing out of professional blood donors. 
Introduction of component separation facilities has also helped in reducing 
the use of whole blood for transfusion. Some very successful intervention 
programmes among the high risk groups like commercial sex workers in 
the Sonagachi area of Calcutta, men having sex with men in Chennai and 
injecting drug users in Manipur were carried out through the dedicated 
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cutting instruments in the thousands of beauty parlours, hair-cutting 
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population who visit these places every day. There is a great necessity in 
bringing these establishments to acceptable standards of hygiene to minimise 
and almost eliminate the chances of HIV transmission through the use of 
needles and sharp cutting instruments. 


With about 14 million TB cases existing in India, HIV/AIDS also poses a 
twin challenge of HIV/TB coinfection. Nearly 60% of the AIDS cases are 
reported to be opportunistic TB infection cases. Treatment of TB among 
the HIV-infected persons is a new challenge to the National TB Control 
Programme which has now adopted DOTS strategy for control of TB 
infection. Some of the drugs which are recommended for TB treatment 
pose complications in cases of HIV-infected persons and had to be withdrawn 
in areas of high HIV prevalence. At the same time looking for HIV among 
TB infected persons will also cause the problem of scaring away of a large 
number of TB infected cases in the country from seeking treatment under 
the DOTS strategy. There is no risk of any TB patient getting infected with 
HIV unless he or she practises high risk behaviour or gets infected from 
transfusion of HIV-infected blood. 


HIV/AIDS is not a disease which spreads randomly and is transmitted as a 
consequence of a specific behavioural pattern and has strong socio-economic 
implications. It not only costs huge sums of money in terms of controlling 
the opportunistic infections such as TB, Pneumonia and cryptococcal 
meningitis, but seriously affects individuals in their prime productive years 
causing serious economic loss to them and their families. 


All these aspects provide an unusual challenge of HIV infection through 
various routes which comes with its long period of invisibility and does not 
show out with opportunistic infections till a few years. In India with a large 
population and population density, low literacy levels and consequent low 
levels of awareness, HIV/AIDS is one of the most challenging health 
problems ever faced by the country. 
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1. Soon after reporting of the first HIV/AIDS case in the country, the 
Government recognised the seriousness of the problem and took a series 
of important measures to tackle the epidemic. A high-powered National 
AIDS Committee was constituted in 1986 itself and a National AIDS Control 
Programme was launched a year later. In the initial years the programme 
focussed on generation of public awareness through mass communication 
programes, introduction of blood screening for transfusion purposes and 
conducting surveillance activities in the epicentres of the epidemic. In 1992 
the Government formulated a multi-sectoral strategy for the prevention 
and control of AIDS in India. It is implemented through the National AIDS 
Control Organisation at the national level and State AIDS Cells/Societies 
at the State/UT levels. The programme concentrated on the following areas 
which conform to the global AIDS prevention and control strategy:- 


Programme Management 
Surveillance and research 


Information, Education and Communication including social mobilisation 
through NGOs Control of Sexually Transmitted Diseases 


Condom Programming 
Blood Safety; and 
Reduction of impact. 


2. Five years into the programme, the Government can look back with a 
certain measure of satisfaction for its success in important areas like 
generation of awareness about HIV/AIDS among the urban and rural 
population of the country. Awareness levels which were almost insignificant 
have increased to about 70-80% in urban areas even though the level of 
awareness in rural areas remains low at about 30%. 


3. Several important actions have been taken to ensure safe blood by 
modernisation and strengthening of blood banks, introduction of licensing 
system of blood banks and gradual phasing out of professional blood donors. 
Introduction of component separation facilities has also helped in reducing 
the use of whole blood for transfusion. Some very successful intervention 
programmes among the high risk groups like commercial sex workers in 
the Sonagachi area of Calcutta, men having sex with men in Chennai and 
injecting drug users in Manipur were carried out through the dedicated 
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involvement of non-Governmental organisations. Availability of good quality 
condoms through social marketing has made a significant increase in the 
last three years. 


4. There are still many gaps left in the programme and many lessons have 
been learnt during the last 11 years. The inexorable spread of the disease 
from the initial epicentre to the rest of the country underscores the 
immediate need to have a paradigm shift in the response against HIV/ 
AIDS at all levels making it imperative to formulate a comprehensive 
national policy on HIV/AIDS in order to cope effectively with the changed 
nature of the HIV/AIDS problem. The entire programme of prevention and 
control of HIV/AIDS needs a shift towards a more holistic approach looking 
at AIDS as a developmental problem instead of a mere public health issue. 


5. For this purpose a series of deliberations have been held with 
representatives of doctors, scientists, social workers, NGOs and other 
eminent personalities working in the field of HIV/AIDS prevention and 
control. Technical Working Groups constituted to address various aspects 
of HIV/AIDS prevention and control strategy have given valuable output. 
Finally the National AIDS Committee held deliberations on the policy 
guidelines and given their valuable input towards formulation of the policy 
document. * 


General Objective 


The general objective of the policy is to prevent the epidemic from spreading 
further and to reduce the impact of the epidemic not only upon the infected 
persons but upon the health and socio-economic status of the general population 
at all levels. The specific objectives of the policy are: 


to reiterate strongly the Government’s firm commitment to prevent the 
spread of HIV infection and reduce personal and social impact 


to generate a feeling of ownership among all the participants both at the 
Government and non-Government levels, like the Central Ministries and 
agencies of the Govt. of India, State Governments, city corporations, industrial 
undertakings in public and private sectors, panchayat institutions and local 
bodies to make it a truly national effort 


to mobilise support of a large number of NGOs/CBOs for an enlarged 
community initiative for prevention and alleviation of the AIDS problem. 


to promote a more supportive socio-economic environment for prevention 
of HIV/AIDS 
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to prevent women, children and other socially weak groups from becoming 
vulnerable to HIV infection by improving health education, legal status and 
economic prospects 


to provide adequate and equitable provision of health care to the HIV- 
infected people and to draw attention to the compelling public health rationale 
for overcoming stigmatisation and discrimination against them in society 


to promote better understanding of HIV infection among the people at 
large, to generate awareness about the nature of its transmission and to adopt 
safe behavioural practices to prevent the disease from spreading 


to provide proper health care both in the hospitals and at homes for the 
care and support of people ill with AIDS and 


to constantly interact with international and bilateral agencies for support 
and cooperation in the field of research in vaccines, drugs, emerging systems 
of health care and other financial and managerial inputs. 


National AIDS Control Policy 


The national AIDS control policy principally aims at the following strategy 
for prevention and control of the disease:- 


Prevention of further spread of the disease by making the people at large 
and specially the high risk groups, aware of its implications and provide them 
with the necessary tools for protecting themselves from getting infected. Control 
of Sexually Transmitted Diseases among sexually active, economically 
productive groups together with promotion of condom use a measure of 
prevention from HIV infection will be the most important component of the 
prevention strategy. 


To provide an enabling socio-economic environment so that individuals 
and families affected with HIV/AIDS can manage the problem themselves with 
their family and community support. 


Improving services for the care of people living with AIDS in times of 
sickness both in hospitals and at homes through community health care. 


For his purpose the policy addresses the following components of the 
national AIDS control programme for bringing in a paradigm shift in the response 
to HIV/AIDS at all levels both within and outside the Government. 
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Programme Management 


(a) AIDS control programme has hitherto been seen as a public health matter 
dealt by the Ministry of Health and Family Welfare. However, because of 
the behavioral nature and the strong socio-economic implications, the 
disease requires to be treated as a developmental issue which impinges on 
various economic and social sectors of Governmental and non-Governmental 
activity. As economically productive sections of the population are the most 
susceptible to the disease, participation of Ministries like Railways, Heavy 
Industry, Steel, Coal and other public sector undertakings employing large 
workforce require to be actively involved in the programme. Organised 
and unorganised sector of industry needs to be mobilised for taking care of 
the health of the productive sections of their workforce. Social Ministries 
like Welfare, Women and Child Welfare, Education, etc. should devise and 
own up the HIV/AIDS control programmes within their own sectoral 
jurisdiction. There should be strong budgetary and managerial support to 
these sectoral programmes from within these Ministries. 


(b 


—_ 


The State Governments at their levels should develop strong ownership of 
the HIV/AIDS prevention and control programme. As the prevalence of the 
disease and its implications vary from State to State, the State Governments 
should devise their own strategies and action programmes for tackling the 
disease keeping the national objectives in view. It has been observed that 
wherever there is strong ownership of the programme from the State 
Government side, it has been immensely successful. As high prevalence of 
the disease is directly related to the degree of urbanisation and consequent 
high risk behaviour among groups like commercial sex workers, drug users, 
men having sex with men in these communities, the municipal corporations 
of large metropolitan cities should be encouraged to draw up their own 
programme strategy for AIDS prevention and control. Direct funding of 
programmes undertaken by the municipal corporations can go a long way 
in reducing the administrative bottlenecks and help in effective control of 
the disease. 


(c 


—— 


As HIV/AIDS is relatively new to the country, there has been no effective 
field organisation at the district or sub-district level to tackle the problem. 
In diseases like leprosy, TB, etc. the district level Societies play a very 
active role in implementing the programmes and receive funds directly 
from the national programmes. There is an urgent need to create a similar 
infrastructure at the district level for prevention and control of HIV/AIDS. 
This will not only help in quick channelisation of funds but bring in 
participation of elected representatives of the people from the 3-tier 
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panchayati raj system and urban municipalities. The district administration 
headed by the District Magistrate/Collector and the Chief Medical Officer 
of Health should be able to provide the necessary administrative and 
technical infrastructure for supporting the programme. 


It is felt that only a large scale mobilisation at the Centre, State, District 
and sub-district levels through organised sections of the community including 
non-Governmental organisations can help in effectively prevent further 
spread of the disease. There is also a great need to strengthen the AIDS 
Control Organization at the national and the State levels by providing more 
number of qualified technical and managerial personnel. 


Advocacy and Social Mobilisation 


(a) 


(b 


= 


(c) 


Inspite of the strong IEC campaign on HIV/AIDS, there is still inadequate 
understanding of the serious implications of the disease among the 
legislators, political and social leaders, bureaucracy, media, leaders of trade 
and industry and professional agencies not to speak of the medical and 
paramedical personnel engaged in health care delivery system. A strong 
advocacy campaign needs to be launched at all levels for these opinion 
leaders, policy makers and service providers to make them understand 
and feel motivated about the need for immediate prevention of the disease 
and also for adopting a human approach towards those who have already 
been infected with HIV/AIDS. The Government emphasises the need to 
start advocacy from the topmost level in Government and spread it down 
throughout the country. 


There is still a serious information gap about the causes of spread of the 
disease even among a large number of medical and paramedical personnel 
both within the Government and outside. This occasionally leads to 
situations of discrimination of HIV/AIDS-infected persons in hospitals, 
dispensaries and workplaces, not to speak of the community at large. There 
is a strong need for advocacy at all levels to eliminate such discrimination 
and overreaction by the public against HIV/AIDS-infected people. 


In educational institutions AIDS education should be imparted through 
curricular and extracurricular approach. The programme of AIDS education 
in schools and the ‘Universities Talk AIDS’ (UTA) programme should have 
universal applicability throughout the country in order to mobilise large 
sections of the student community to bring in awareness among themselves 
and as peer educators to the rest of the community. Non-student youth 
should also be addressed through the large network of youth organizations, 
sports clubs and Nehru Yuvak Kendras spread across the country. AIDS 
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prevention education should also be integrated into the programmes of 
worker education and schemes of social development. 


(d) Electronic and print media has almost reached universal coverage for 
dissemination of information in India. The impressive rise in the levels of 
awareness about HIV/AIDS in the general community can be partly 
attributed o the electronic media which has taken this message right up to 
the village level. While there is general awareness about the disease, specific 
aspects like mode of transmission, method of protecting oneself from getting 
infected, etc. are still not known to a large section of the population. There 
is therefore an urgent need to have tailor-made programmes for targeted 
sections of the populations like students, youth, women, children, migrant 
workers, etc. The electronic media should evolve a well-coordinated media 
policy for dissemination of information on all aspects of HIV/AIDS including 
reinforcement of positive cultural values and social values like love, warmth 
and affection within the family. 


The newspapers, magazines and other print media should be used for 
conducting campaigns for social mobilisation to generate awareness about 
prevention and for sharing information and expertise. The media should in 
general play a positive role in generating an enabling environment for AIDS 
prevention and control and care of the HIV-infected people. The best 
communication talents available in Government and private sector should be 
utilised in designing these media campaigns which should be developed in local 
languages and in tune with the local needs and ethos. Media campaigns in 
rural areas should lay emphasis on local cultural values and should be conducted 
through folk dances, jatras, puppet shows, etc. 


(e) The corporate sector should be encouraged to undertake AIDS prevention 
activities including provision of services for their employees both at the 
workplace and outside as a part of their social responsibility. The large 
network of ESI hospitals and dispensaries under the Employees State 
Insurance Scheme should be effectively used for spreading the message of 
prevention of the disease and providing service to HIV/AIDS infected workers 
and families. 


Participation of NGO’s/CBO’s 


(a) Non-Governmental organisations have made significant contribution in the 
health sector by their innovative genius in the areas of health, family welfare 
and in arresting the spread of communicable diseases. It is essential to 
continue to encourage the involvement of the voluntary sector in HIV/ 
AIDS. The National AIDS Control Programme has recognised the 
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importance of NGO participation in the Programme for providing community 
support to people living with AIDS and their families and for providing the 
required care and counseling. NGOs bring with them their experience of 
community level work in enhancing people’s participation, interpersonal 
approach and sensitivity, creativity and feasibility and thus benefit the HIV/ 
AIDS programme tremendously. NACO has formulated specific guidelines 
for the involvement of NGOs in the NACP. 


In view of the need to expand the responses to the new challenges thrown 
by the spread of the disease across the country, it is necessary to update 
and revise the guidelines for involvement of NGOs in the programme. The 
experience of both sides has been mixed so long. While there have been a 
number of successful programmes undertaken by NGOs for generation of 
awareness, provision of counseling facilities and intervention projects among 
commercial sex workers and other groups, there have also been occasions 
of failures by newly -formed NGOs due to lack of proper perspective. Very 
few grassroots NGOs are coming forward to participate in the AIDS Control 
Programme. 


On the Government side NGOs have been encountering the problem of 
structural and other constraints like lack of reciprocation from officials at 
various levels. There is also lack of uniformity in the approach and 
performance of various State Governments and adequate orientation among 
Govt. Officials towards the role of NGOs in the NACP. There are delays in 
handling NGO cases which sometimes leads to decline of interest and 
withdrawal on the part of the NGOs. Delay in disbursement of funds and 
over-emphasis on utilisation of finances rather than on impact assessment 
of the work done are also some of the serious flaws in the system of NGO 
financing. 


Government recognises all these constraints and commits itself to large 
scale involvement and participation of NGOs/CBOs in NACP in the following 
manner: 


Involvement of NGOs at the policy making level through regular 


interaction and adequate representation at the National AIDS Committee 
Enlarging their participation to new areas like provision of medical facilities 
including home-based care, opening of hospices, etc. apart from the conventional 
areas of awareness and counseling. 


Government will put in greater efforts to undertake training and capacity 


building programmes for the NGOs to empower them to take up these additional 
responsibilities 
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Guidelines issued by NACO for involvement of NGOs will be revised and 
updated to facilitate greater participation of NGOs in NACO programmes and 
for reduction of bureaucratic delays in NGO financing 


Government will encourage networking among NGOs to avoid duplication 
of efforts in some of the areas. Efforts will be made to identify nodal NGOs in 
different States for coordinating the work of all the NGOs working in that 
area. Governments also need to address the problem of motivation among 
Government officials towards involvement of NGOs in the programme. 


Government will address all these issues to ensure and enhance 
collaboration between NGOs and the Government at the Central and State 
levels to ensure greater participation of non-Governmental sector in the NACP. 


HIV Testing 


(a) There is an active debate in the country on the issue as to whether should 
be mandatory testing of people suspected of carrying HIV infection. 
Considerable thought has been given to this issue. The Government feels 
that there is no public health rationale for mandatory testing of a person 
for HIV/AIDS. On the other hand, such an approach could be counter- 
productive as it may scare away a large number of suspected cases from 
getting detected and treated. HIV testing carried out on a voluntary basis 
with appropriate pre-test and post-test counseling is considered to be a 
better strategy and is in line with the WHO guidelines on HIV testing. 
Govt. of India has earlier issued a comprehensive HIV testing policy and 
the following issues are reiterated here:- 


No individual should be made to undergo a mandatory testing for HIV 


No mandatory HIV testing should be imposed as a precondition for 
employment or for providing health care facilities during employment. 


Adequate voluntary testing facilities with pre-test and post-test counseling 
should be made available throughout the country in a phased manner. There 
should be at least one HIV testing centre in each district in the country which 
can be done in a phased manner. 


In case a person likes to get his HIV status verified through testing, all 
necessary facilities should be given to that person and results should be kept 
strictly confidential and should be given out to the person and with his consent 
to the members of his family. Disclosure of the HIV status to the spouse of the 
person will entirely depend on the person’s willingness to share the information. 
However, the person should encouraged to share this information with the 
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spouse and family as it helps the person in getting proper home-based care 
when he is afflicted with AIDS. 


In case of marriage, if one of the partners insists on a test to check the 
HIV status of the other partner, such tests should be carried out by the 
contracting party to the satisfaction of the person concerned. 


(b) The HIV testing policy adopted in the NACO is found to be appropriate for 
the different types of testing that have to be done. At present people are 
tested for - 


e Screening in blood banks 
e epidemiological surveys; and 
e confirmatory testing for clinical management and voluntary testing. 


(c) In the case of screening for blood donation, a single test by Rapid/ELISA is 
done to eliminate the possibility of HIV-positive blood. In the case of 
epidemiological surveys also the same procedure is adopted, i.e. with one 
or two tests either with ELISA or Rapid or Simple with high sensitivity. In 
both the above cases the testing is anonymous and the result is not given 
to the person concerned unless asked for. In the case of clinical management 
and for confirmatory testing of HIV status of persons who voluntarily ask 
for it, the sample will be tested with at least two ELISA and one Rapid/ 
Simple by a different antigen preparation. The result is given out with 
proper pre-test and post-test counseling. 


Counselling 


Counseling services for suspected cases of HIV infection and for people 
living with HIV/AIDS (PLWAs) should be expanded to increase their reach to 
those who need them. All hospitals, HIV testing centres, blood banks, STD 
Clinics and organisations formed by PLWAs should have counseling services 
manned by trained and professional counselors. Government will extend all 
necessary help in training counselors in large numbers to man these counseling 
centres and also for creating necessary infrastructure for establishment of these 
centres. Group counseling among PLWAs which has proved to be very effective 
will be encouraged by giving necessary financial and other incentives. 


People Living With AIDS (PLWAs) 


(a) With the spread of the infection across the country, there will be a sharp 
increase in the number of HIV-infected persons in the society. They will be 
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belonging to different social strata and from various economic backgrounds. 
Apart from providing counseling before declaring the HIV status, the 
Government would try to ensure the social and economic well being of 
these people by ensuring (a) protection of their right to privacy and other 
human rights, and (b) proper care and support in the hospitals and in the 
community. 


The HIV-positive person should be guaranteed equal rights to education 
and employment as other members of the society. HIV status of a person 
should be kept confidential and should not in any way affect the rights of 
the person to employment, his or her position at the workplace, marital 
relationship and other fundamental rights. 


HIV-positive women should have complete choice in making decisions 
regarding pregnancy and child birth. There should be no forcible abortion 
or even sterilisation on the ground of HIV status of women. Proper 
counseling should be given to the pregnant women for enabling her to take 
an appropriate decision either to go ahead with or terminate the pregnancy. 


The Government would actively encourage and support formation of self- 
help groups among the HIV-infected persons for group counseling, home 
care and support of their members and their families. Social action through 
participation of NGOs would be encouraged and supported for this purpose. 


As regards the treatment, care and support for PLWAs, the policy is to 
build up a continuum of comprehensive care comprising of clinical 
management, nursing care, counseling and socio-economic support through 
home-based care. Resources from Government and private sectors will be 
mobilised for this purpose. 


Government would initiate intensive advocacy and sensitisation among 
doctors, nurses and other paramedical workers so that PLWAs are not 
discriminated, stigmatised or denied of services. Government expresses 
serious concern at instances of denial of medical treatment by doctors in 
their clinics, nursing homes and in hospitals which is causing enhanced 
stigmatisation to the PLWAs. With updated knowledge available on the 
risks or absence of risk of HIV transmission, such denial of medical care to 
needy victims is regrettable. The Government would expect the health 
service sector to rise to the occasion and display necessary concern for the 
welfare of the community of PLWAs and ensure proper medical care and 
attention. The professional organisations of medical and paramedical health 
workers should disseminate information about HIV/AIDS to their members 
up to the field level. Training of health personnel in diagnosis, rational 
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treatment and for follow up of HIV-related illness should continue with 
greater vigour. 


An efficient referral system would be established starting from testing 
centres and counseling sites to hospitals or clinics, community-based services 
and home-based care. PLWAs would be given adequate information for home 
care in the form of books and documents to enable them to lead a healthier life 
and to promote self-help. 


(g) Clinical management of HIV/AIDS requires strict enforcement of biosafety 
and infection control measures in the hospitals as per the universal safety 
precaution guidelines. Treatment of AIDS cases do not require any 
specialised equipment than what is necessary for treatment of the 
opportunistic infections arising out of HIV/AIDS. Hospitals are required to 
keep adequate supply of biosafety equipments to be utilised by medical and 
paramedical personnel while treating HIV-infected persons. Government 
would adequate supply of these equipments and also essential drugs for 
treatment of the opportunistic infections. Adequate facilities would also be 
created for proper disposal of plastic and other wastes and injecting needles 
used for treatment of HIV-infected persons. 


Surveillance and Monitoring 


To adopt the right strategy for prevention and control of HIV, it is 
necessary to build up a proper system of monitoring of the epidemic through 
surveillance activities. The Government would enlarge and refine the sentinel 
surveillance system for obtaining data on HIV infection rates both in high risk 
as well as low risk groups of the population and for monitoring the trends. A 
quality control mechanism through an independent agency will be evolved and 
adopted in order to have good quality data. Government is aware of the 
indequacy of a comprehensive epidemiolgical data on the prevalence of HIV/ 
AIDS in India. This gap in information would soon be filled through a proper 
sentinel survey mechanism covering both the high risk groups and general 
population. Special surveys, indicator survey and study of the risk behaviour of 
targeted groups will be undertaken for specified information on the prevalence 
of HIV/AIDS in the community. 


Control of Sexually Transmitted Diseases (STDs) 


The large prevalence of STDs in Indian population is cause for concern as 
presence of STDs, specillay with ulcer or discharge, facilitates transission of 
HIV infection. The risk of transmission is 8 to 10 times higher in case of persons 
with STDs compared with others. As the risk behaviour of persons with STDs 
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and HIV is the same, Govt. Of India attaches top priority to the prevention and 
control of STDs as a strategy for controlling the spread of HIV/AIDS in the 
country. The following approach will be adopted by the Government for STD 
control:- 


Management of STDs through syndromic approach would be incorporated 
into the general health service. Once the STD case management is integrated 
in peripheral helath system, unnecessary referral could be avoided leaving the 
specialised services free for managment of complicated cases and operational 
research and supervision of sites where STD patients are treated. 


STD among women though highly prevalent, is suppressed because of 
the social stigma attached to the disease. It has therefore been decided to 
incorporate services for treatment of reproductive tract infections (RTIs) and 
sexuall transmitted diseases (STIs) at all levels. Department of Family Welfare 
and the NACO would coordinate for an effective implementation of such 
integration. STD Clinics at district/block/FRU level would function as referral 
centres for treatment of STDs referred from peripheries. STD clinics in all 
district hospitals, medical colleges and other centres would be strengthened by 
providing technical equipment, reagents and drugs. A massive orientation 
training programme would be undertaken to train all the medical and 
paramedical workers engaged in providing STI/RTI services through a 
syndromic approach. All STD clinics would also provide counseling services 
and good quality condoms to the STD patients. Services of NGOs would be 
utilised for providing such counseling services at the STD clinics. 


Use of Condoms as a HIV/AIDS Prevention Measure 


1. Inthe absence of proper cure or prevention by vaccination, the only effective 
physical barrier against transmission of HIV is the use of condoms. Condoms 
have been advocated earlier as a safe method of population control under 
the Family Welfare Programme. Use of condoms now assumes special 
significance in the AIDS-related scenario as it is the only effective method 
of prevention of HIV/AIDS through the sexual route apart from total 
abstinence. Government feels that there should be no moral, ethical or 
religious inhibition towards propagating the use of condoms amongst 
sexually active people specially those who practise high risk behaviour. 


2. The Government has adopted a conscious policy of use of condoms through 
the social marketing and community-based distribution system. It has been 
observed that the social marketing strategy has helped in increasing use of 
condoms in the country at large. There is greater need to ensure availability 
of condoms at places and times where they are needed. Hospitals, STD 
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clinics, counseling centres, nursing homes and even private clinics of medical 
practitioners should have adequate supply of condoms for use of the patients. 
General availability of condoms in the community drug stores, important 
road and railway junctions, public places, luxury hotels, etc. should also be 
ensured for use among sexually active people. This will help in achieving 
the twin purposes of control and prevention of HIV and as a useful tool for 
promoting the small family norm. Government would promote development 
of culturally acceptable information packages about the efficacy of condoms 
to achieve both these objectives. 


3. While ensuring availability of condoms, it is equally necessary to see that 
the quality and reliability is also guaranteed. Schedule ‘R’ of the Drugs and 
Cosmetics Act has been amended recently to include condoms for ensuring 
adequate quality control in their manufacture and distribution. There are 
adequate number of manufacturers both in the public and private sectors 
in the country to take care of the increased demand for condoms among 
sexually active people. 


Policy on Blood Safety 


(a) Till recently about 6-8 per cent of HIV infections occurred through 
transfusion of blood and blood products in the country. To minimise the 
risk of transmission of HIV through blood, Government has taken a series 
of measures: 


Testing of all blood units used in the blood banks for HIV, Hepatitis B, 
Malaria and Syphilis has been made mandatory. 


Under the Supreme Court’s directive, a proper licensing system has been 
introduced for licensing of all blood banks and stopping operation of all 
unlicensed ones. 


Government has undertaken large scale mobilisation efforts to increase 
voluntary blood donation through involvement of Governmental and non- 
Governmental agencies. Simultaneously the system of collect of blood 
through professional blood donors will be phased out by December 1997 
under the Supreme Court order. 


Government would ensure establishment of adequate blood banking services 
at the State/District levels including provision of trained manpower 


To ensure rational use of blood, more and more blood component separation 
facilities would be established in the country for availability of blood products 
instead of whole blood. 


TILEM 


192 Stakeholders Consultation 


Government has set up National and State Blood Transfusion Councils to 
oversee blood transfusion services as independent autonomous bodies. The 
facility of tax exemption for contributions to these Councils has also been 
given. These Councils will play a very important role in augmenting blood 
transfusion services in the country and to ensure safe blood to the people. 
To ensure generation of adequate medical and paramedical personnel 
specialised in blood banks, States are required to open separate Departments 
of Haematology and Transfusion Medicine in the medical colleges. 


(b) With the modernisation of blood bank services, it is expected that the 
demand for blood will be fully met through the small but more modernised 
and efficient network of blood banks in the public, private and voluntary 
sectors thus minimising the risk of HIV transmission through blood. 


Research and Development 


(a) The research and development efforts in the field of HIV/AIDS have been 
very limited in the country. With the possibility of a vaccine emerging by 
the turn of the century, Government recognises the need to encourage and 
support research and development in the following areas:- 


The Government will look out for collaborative research with scientific 
groups in developed countries for development of vaccines suitable for the 
strains of HIV virus prevalent in India. It is also necessary to develop 
protocols for vaccine trials in the country. At present R&D in HIV vaccine 
is regarded as an expensive proposition but because of the enormity of the 
problem involved, the effort is worth the investment. 


Development of anti-retroviral drugs in USA and other developed countries 
has also given hope to the large number of HIV-infected persons for greater 
longevity and a possible cure for the disease. However, these drugs are 
extremely expensive even by the standard of the developed world. The 
Government is at present following a policy of allowing these drugs to be 
imported freely into the country to ensure their free availability to those 
who can afford. Efforts will be made to indigenise manufacture of these 
drugs by encouraging the private sector drug industry to get into 
collaborative arrangements. The efficacy of anti-retrovirals like AZT in 
prevention of perinatal transmission from mother to the child has also 
raised the hope of saving children from getting the infection from their 
mothers. However, pilot studies have to be conducted on the use of these 
drugs on expectant mothers before they can be officially introduced for 
treatment at the pre-natal stage.Goveernment will be sponsoring pilot 
studies on the efficacy of anti-retrovirals for clinical trials among HIV- 
infected persons including pregnant women. 
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Government would also encourage indigenisation of the HIV-related 
equipment like test kits which will help in reducing the cost of service to a 
considerable extent. 


Indigenous Systems of Medicine (ISM) 


(a) Inascenario where anti-retroviral drugs are extremely expensive, there is 


(b) 


a great need to look into the indigenous system of medicine like Ayurveda, 
Unani and Siddha apart from Homoeopathy. Some of the medicines in these 
systems have the potential of reducing the riral load in the body of the 
patient thus ensuring a healthier and longer life with the infection. The 
Government has sponsored research projects in Homoeopathic and Siddha 
sysetms of medicines and is receiving encouraging response. It will pursue 
a policy of sponsoring research in ISM and Homoeopathy for development 
of drugs which can serve the purpose of anti-retrovirals, if not for a total 
cure from the infection. 


At the same time it necessary to be vigilant against unscrupulous persons 
claiming to have invented a cure for HIV/AIDS by magic herbs. Any medicine 
or system of treatment which cannot stand the test of scrutiny by the 
professional organisations like the Ayurveda Council or the Homoeopathic 
Council cannot be accepted as a drug or a system of treatment in the country. 
The Drugs and Magic Remedies Act requires amendments to stringently 
deal with cases of unscrupulous persons taking advantage of the misery of 
HIV-infected persons and defrauding them of huge sums of money. A massive 
awareness campaign has also been launched to make people aware of the 
dangers of such medication by unqualified persons indulging in quackery. 


Bilateral and International Cooperation 


aH: 


Government notes with satisfaction the active support provided by 
international agencies of the UN system and bilateral agencies from 
different countries in the developed world. The World Bank has participated 
in funding a major part of the national AIDS control programme during the 
last five years. It has also shown interest in continuing this policy of active 
participation in future. The organisations which are constituent units of 
the UNAIDS Theme Group have all done work in India on various sectoral 
programmes for quite some time. These organisations will have to take a 
relook at their programmes and priorities in the context of the increase 
prevalence of HIV/AIDS among the economically productive and socially 
exploited sections of the population. The Joint United Nations programme 
on HIV/AIDS known as UNAIDS will be required to assume a larger role 
both in terms of providing financial as well as technical expertise to the 
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programme. The Theme Group of UNAIDS consisting of six UN-base 
organisatins will have to play a very effective role in acting as a coordinatin 
agency between the Government and the UN agencies in formulation and 
implementation of programmes for preventioin of HIV/AIDS. Government’s 
policy is to promote international cooperation to ensure optimal utilisation 
of resources to avoid unproductive duplication of efforts. 


2. Bilateral cooperation which has been developed with countries like USA, 
UK, European Union and others will be extended furhter to take up specific 
intervention programmes where the technical and managerial input from 
these countries can be put to optimum use. Government will promote mutual 
information sharing with these countries as well as the neigbouring countries 
in the South Asia region on their national AIDS control plans. Areas of 
interest which are common to the neighbouring countries like drug use, 

labour migration, socio-economic status of women and socially handicapped 
persons, etc. could be the common ground for regional cooperation among 
the neighbouring countries. Government will be actively looking for technical 
inputs for development of vaccines, drugs and equipment for prevention 
and control of HIV/AIDS and would explore bilateral and multilateral 
collaboration towards this end. 


Conclusion 


Just as the HIV infection is transcending the boundaries of high risk 
population and spreading into the general populace, prevention and care 
programmes have also reached a critical phase. Govt. Of India is fully committed 
to prevent the HIV/AIDS epidemic at the initial state itself before it emerges 
into a catastrophic epidemic. Insteead of a simple public health measure, the 
Government looks at HIV/AIDS preventioin and control programme as a socio- 
economic issue touching all secdtions of the population irrespetive of their 
regioinal, economic or social status. 


A concerted effort will be made to expand the national programme through 
larger ownership, participation and inivolement both at the Governmental and 
societal level. Govt. of India reiterates its firm resolve to confront the key 
issues by committing adequate financial and other resources for this important 
national programme. 


By following a concerted policy and an action programme that emerges 
out of it, the Government hopes to control the epidemic and arrest its spread 
within the next five years. Government hopes that all participating agencies 


TILEM 


National AIDS Prevention and Control Policy, 1997 195 


whether in the Governmental or non-Governmental sectors, international and 
bilateral agencies, would adopt policies and programmes in conformity with 
this national policy in their effort to prevent and control HIV/AIDS in India. 
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HIV/AIDS AND MEDICAL 
PROFESSIONALS 


10. UNIVERSAL PRECAUTIONS IN HOSPITAL 
SETTING 


R. R. Gangakhedkar* 
ARR 1999, 2: 146-150 


Introduction 


AIDS was first described amongst a small cohort of young homosexuals in 
USA in 1981 when they were found to be suffering from Kaposis’s Disease and 
Pneumocystis carinii pneumonia! ?. It is estimated that by the end of 1998, 
nearly 33 million adults and 1.5 million children have already been infected 
with HIV to date and nearly 16000 new infections occur each day in the world’. 
According to the UNAIDS, India has the highest number of HIV infected 
individuals amongst all the countries. This relatively recent pandemic of HIV 
infection has changed the equations, not only in the medical but social, economic 
and legal fields as well. Being a disease associated with socially “unaccepted” 
behaviours (multiple partner sex, intravenous drug abuse etc.), having a 
propensity of passing infection to the sex partners, fear of impending death, 
and non-availability of curative therapy or preventive vaccire; the common, 
early socital response is a variety of “isolationist” or discriminatory attitudes 
and actions toward HIV infected individuals. 


The rapidly increasing HIV prevalence rates in Indian population along 
with the high morbidity associated with late stage HIV disease increases the 
likelihood of a physician or any health care worker - knowingly or unknowingly 
extending care to symptomatic or asymptomatic HIV infected individuals 
attending the health care setting. HIV is present in different concentrations in 
almost all the bodily fluids. Health care workers are likely to develop a serious 
concern due to the likelihood of occupational exposure to HIV. However, the 
risk of HIV transmission due to occupational exposure is very low (0.42%) and 
very few health care workers have acquired it through this route, world over. 
It is important to remember that this very low risk can be minimised further 
by following universal precautions for all the patients, irrespective of HIV sero- 
status. 


* AIDS Research and Review. Volume No. 2, November 3, July - September 1999. 


1 Gottlieb MS, Schanker HM, Fan PT et al. Pneumocystis pneumonia - Los Angeles. MMWR 
1981; 30:250-252. 


2 Gottlief MS, Scroff R, Schanker HM et al. Pneumocystic carinii pneumonia and mucosal 
condidiasis in previously healthy homosexual men: Evidence of a new acquired cellular 
immunodeficiency. N. Engl J Med, 1981; 305: 1425-1431. 


3 Global Programme on AIDS. The current global situation of the HIV-AIDS pandemic. 
Geneva; World Health Organization, July, 1998. 
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HIV Transmission 


HIV is isolated from almost all bodily fluids including amniotic, synovial, 
pleural, peritoneal, pericardial, cerebrospinal fluids, sweat, faeces, nasal 
secretions, sputum, tears, urine, breast milk. Amongst all the bodily fluids, 
the HIV concentration is the highest in CSF***. However, it is present in 
infective dosages in semen, vaginal and cervical fluid, and blood. Despite high 
concentration of HIV in CSF, the low likelihood of its exchange reduces the 
risk of HIV transmission through CSF. The risk of transmission through 
exchange of fluids, other than sexual fluids and blood tends to be either extremely 
low or insignificant. The risk through exchange of such bodily fluids can increase 
only when it additionally shows visible contamination of blood. 


Mandatory Testing 


AIDS was discovered 1980’s. Naturally, majority of the presently practicing 
doctors have not been taught about it in their medical curriculum. Even their’s 
initial response is likely to be similar to that of lay persons. The unrealistic, 
unjustified demand of mandatory testing of all the patients under care follows 
immediately. Mandatory testing is in an extremely costly proposition. Secondly, 
it is likely to drive individuals indulging in “at risk” behaviours underground. 
There is a high viraemia, during the window period when the ELISA for HIV 
infection is non-reactive. Mandatory screening will not identify such individuals. 
A non-reactive HIV test might lead to complacency and failure to adhere to 
universal precautions by the health care worker, thereby, increasing the risk 
of occupational. Additionally, the possibility of refusal to extend health care 
delivery to the hapless HIV disease patient based on non-scientific, unreasonable, 
fear-based conclusions is likely to increase after knowing his/her HIV sero- 
status. Therefore, adopting standard “universal precautions” for every patient 
rather than extending this privilege only to the HIV infected individuals or 
mandatory testing is desirable. 


One must also remember that HIV is very sensitive to chemical 
decontamination. The microbial resistance to chemical decontamination in 


4 Centers for Disease Control. Update: Universal precautions for prevention of transmis- 
sion of human immunodeficiency virus, hepatitis B virus and other blood borne pathogens 
in healthcare settings. MMWR 1988; 37:377-388. 


5 Centers for Disease Control. US Public Health Service statement on management of 
occupational exposure to human immunodeficiency virus (HIV), including considerations 
regarding zidovudine post-exposure use. MMWR 1990; 39 (RR-1): 1-14. 


6 Erice A, Rhame FS; Heussner RC et al. Human immunodeficiency virus infection in pa- 
tients with solid-organ transplants: Reports of five cases and review. Rev Infect Dis 1991; 
13: 537-547. 
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decreasing degrees is observed for Bacterial spores, Mycobacteria, N on-lipid 
viruses (polio, rhino etc), Fungi (candida, cryptococci etc), Bacteria 
(pseudomonas, staphylococcus etc.) 


Decontatamination can be very easily done for Lipid viruses (HSV, CMV, 
Hepatitis B, HIV). 


The virus is easily inactivated by boiling for 20 minutes, use of soap for 2 
minutes and autoclaving in addition to the other chemical disinfectants like 
2% gluteraldehyde, 70% alcohol, hypochlorite solution and undiluted savlon. 


Basis Steps to Avoid Exposure to HIV in the Hospital Setting 
e Apply good basic hygienic practices with regular hand washing. 


e cover existing wounds or weeping skin lesions with water-proof dressing. 
Such workers should not perform direct patient care or invasive procedures 
without dressing’ . 


e Take simple protective measures to avoid direct physical contact with blood 
such as; use of gloves, and clothing such as; use of gown and plastic apron. 


e Protect mucous membranes of eyes, mouth & nose from blood splashes 
using spectacles and mask. 


e Prevent puncture wounds, cuts & abrasions in the presence of blood. 


e Avoid usage of sharp instruments wherever possible especially for suturing 
muscles. 


e Follow a safe procedure for handling & disposal of sharps (use puncture- 
proof containers). 


e Clear up spillage of blood promptly & disinfect such surfaces. 
e Establish a procedure for safe disposal of contaminated waste. 


e Provide information & yearly training to avoid the risk of exposure to health 
care workers & establish a needle stick audit to prevent future recurrence 
of such situations. 


7 Centers for Disease Control. Recommendations for preventing transmission of human 
immunodeficiency virus and hepatitis B virus patients during exposure prone invasive 
procedures. MMWR, 1991; 40(RR 8), 1-9. 
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One may use double gloves (Outer pair half-size larger), plastic apron, 
water resistant shoe-cover or shoes, face shield or goggles to avoid exposure in 
high risk procedures for barrier nursing. 


Use of Gloves 


Indiscriminate, unnecessary use of gloves is wasteful. Latex rubber is a 
natural product and its availability is limited. Hence prudence must be exercised 
in its usage. It should be used where uncontrolled bleeding can occur or splashing 
is expected e.g. major surgical procedures. It may also be used while performing. 


e intra-arterial punctures 

e removal of intravenous / intra-arterial lines 

e inexperienced venepuncturist / restless patient, 

e all international bodily examinations i.e., per vaginal, 
e per rectal examination and for STDs etc., 

e cleaning blood spills 

e cleaning & disinfecting equipments 

e handling chemical disinfectants 

e while performing invasive operative procedures 


Care of Gloves® 


Surgical and examination gloves are manufactured for single use only. 
Nevertheless, in some situations, reuse of these gloves will be required. Gloves 
may be reprocessed by the following method: 


e Rinse your gloves hand thoroughly in hypochlorite solution. 


e Then rinse your gloved hands in clean tap water to remove the disinfectant, 
since detergents may cause deterioration of the gloves. 


e Then wash you gloved hands with soap and water and rinse thoroughly, 
since detergents may cause ‘weakening’ i.e., enhanced penetration of liquids 
through undetected holes. | 


8 Pavri K. M. “Standard Biosafety Guidelines”, Center for AIDS Research and Control, 
Bombay 2™ Edition, 1991. 
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Remove the gloves and hand them up by the cuffs to dry. 
Wash your hands thoroughly again for 2 minutes in soap and water. 


Test for holes in the gloves before reuse by filling each glove with 325 ml +/ 
- 25 ml of water/air at room temperature, twist them 360 degrees and place 
them in a rack for two minutes to detect leakage by visual and tactile 
means. If possible, dust them with french chalk of talcum powder before 
testing. 


Recommendations for Prevention of Exposure through Needle 
Stick Injuries? 


Wear two gloves during operations or when there is likely to be a prolonged 
contact with blood/body fluids. This prevents perforations on gloves at the 
same site & the risk of direct contact with such fluids. 


Generally the needle stick injuries occur on the index finger & thumb of 
non-dominant hand while suturing the layers in small cavities. Exercising 
caution, especially avoiding a rash approach due to fatigue to the end of 
operation, reduces their number dramatically. 


Never handover instruments during surgery by hand. Put them in a tray 
& the surgeon should take the instrument by the blunt end. 


Handle needles minimally. Do not recap them. Recapping is likely to be 
associated with needle stick injury. 


Surgical procedures requiring blind manipulations and hand-held sharp 
instruments should be modified wherever possible. 


When disposable needles are not available & recapping is necessary, place 
the cap in a flat or suitable surfaces so that the needle can be inserted 
without any injury. 


Dispose off needles & scalp blades etc., in a puncture resistant container - 
metallic or plastic filled with freshly prepared 1% hypochlorite solution. 
Decontaminate the needles using 10% hypochlorite solution for at least 
half on hour or incinerate them. Needle incinerator costs about Rs. 12- 
15000. While disposing syringes, one may just heat-seal the nozzle of the 
syringe or incinerate them. It is advisable to operate a common incinerator 
facility on shared cost basis between a few hospitals in the city. 


9 


Gangakhedkar R. R.: Protective value of gloves and condoms in prevention of HIV 
infection, CARC CALLING, Oct.-Dec. 1991; 4:18-23. 
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Workers disposing off sharp instruments should use reusable postmortem 
(thick) gloves when handling the hospital waste. 


In case of Needle Stick Injury 


Let the wound bleed freely without pressing it. 


Wash the wound thoroughly under running water with soap for about two 
minutes. 


Dip the hand in undiluted savlon for 15 seconds. 
Do not panic. Test the blood of patient for HIV infection. 
Report your injury to the appropriate hospital authorities. 


If the patient is found to be HIV infected repeat the ELISA test on the 
health care worker at 4 weeks, 12 weeks, 24 weeks!”’!!. In case, the patient 
is not HIV infected, take his/her sexual history. He/she should be explained 
the situation and be requested to come for follow up and HIV testing at 
weeks, 12 weeks, and 24 weeks. This will take care of the window period. 
A small aliquot of the serum must be sealed in screw cap vial and store it at 
- 20' Centigrade even if the patient is not HIV infected. This may be useful 
in future if need to test the sample arises later. 


Additional tests for HBV and HCV which are mainly transmitted parenterally 
may be conducted in the patient; and if necessary amongst the health care 
workers in the even the patient is found positive. 


Use condoms regularly with the sexual partner/s for 6 months. Such a 
person must refrain from donating blood or organs. 


The health care worker may be offered antiretroviral drugs for post 
exposure prophylaxis (PEP). The choice of regimen will depend on the nature 
and seriousness of exposure. 


10 Marcus R.: CDC co-operative Needle stick Surveillance Group. Surveillance of health care 


workers exposed to blood from patients infected with the human immunodeficiency virus. 
New Engl. Jr. Med. 1988; 319:1128-1123. 


11 Centers for Disease Control. US Public Health Service statement on management of 


occupational exposure to human immunodeficiency virus (HIV), including considerations 
regarding zidovudine post-exposure use. MMWR, 1990; 39 (RR 1): 1-14. 
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Precautions During Labour 


For all the health care workers attending the patient, whether it be a 
Dai, ANM or a obstetrician, these precaution are necessary. 


e Always wear separate gloves during each internal examination or when 
touching any area of body or a place soiled with contaminated body fluids. 
e.g., PV examination, amniotomy, episiotomy, disposal of placenta. 


e Always wear a gown or plastic apron where splash of blood or bodily fluids 
is expected. For example; amniotomy, delivery, episiotomy, caesarian 
Section & cutting an umbilical cord. 


e One may wear gloves & a gown/ plastic apron while handling a newborn 
till blood and amniotic fluid is washed off the infant’s skin. 


e Wear glasses & mask to protect mouth, nose & eyes from a splash. 
e Dispose of placenta by incineration, burying or throwing down a pit latrine. 


e Ifthere is a splash on the skin / gloves are torn wash the hands thoroughly 
with soap & water for 2 minutes after the removal of gloves under running 
water. Dip your hands for 15 seconds in undiluted Savlon as an added 
precaution. Wear fresh pair of gloves before restarting the work. 


Sterilization & Disinfection of Equipment 


All reusable equipment must be appropriately sterilized. Whether it be 
needles, syringes, scissors, specula, extractor cups or forceps. HIV is heat 
sensitive virus. Standard methods of sterilization & disinfection are sufficient. 
Autoclaving for about 20 minutes at 121 degrees centigrade - one atmospheric 
pressure above i.e., 101 kPa, 15 lb/in inactivities the virus. One could use a 
modified pressure cooker of WHO/UNICEF type if autoclave is not available. 


All used disposable needles and syringes must be initially treated first by soaking 
in a chemical disinfectant. 


e All other reusable equipments must be appropriately sterilized such as 
needles, scissors, specula, extractor cups or forceps, etc. 


e All used equipments must be initially cleaned by soaking in a chemical 
disinfectant or detergent before further processing. 
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e Reusable equipments must be initially cleaned by soaking in a chemical 
disinfectant or detergent before further processing for autoclaving. 


e Bioling - Needle & syringes must be completely immersed in water and 
boiled for 20 minutes in batches. 


e Chemical disinfectants should not be used for cleaning or disinfecting needles 
or syringes. 


Sterilising Endoscopes” 


¢ Mechanical cleansing should be carried out before the secretions dry with 
water. Alcohol & aldehyde compounds should not be used for mechanical 
cleansing as they coagulate proteins. 


e After removing endoscope from the patient, flush air / water channel for 
10-15 seconds. Aspirate detergent through biopsy / suction channel for 10- 
15 seconds. 


e Immerse the endoscope in warm water & detergent completely. 
e Brush through suction biopsy channel. 
e Rinse it with water / detergent. 


e Complete immersion in 2 % glutaraldehyde for not less than 5 minutes 
(preferably 30 minutes). Rinse it with water, then dry. After disinfection, 
rinse each channel with 70 % alcohol, dry with compressed air. Store in 
hanging position & not in the box. 


Adverse reactions to gluteraldehyde are common among endoscopy 
personnel. Hence, one can immerse endoscope on 0.35% peracetic acid or 
chlorine diaoxide (1100 ppm CIO2) for five minutes}*. 


Following items need not be sterilized: Blood Pressure Cuff, Stethoscopes, 
ECG electrodes. 


12 Axon AT. Working Party Report. Disinfection and endoscopy: Summary and recommen- 
dations. Working party report to the World Congress of Gastroenterology, Sydney 1990. 
J. Gastroenterol Hepatol, 1991; 6:23-24. 


13 Working party of the British Society of Gastroenterology Endoscopy Committee. 
Cleaning and disinfection of equipment for gastrointestinal endoscopy. Gut 1998; 42: 585- 
593. 
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Mouth-to-Mouth Resuscitation 


The risk of HIV transmission while imparting mouth-to-mouth 
resuscitation is low. However, the practice of giving mouth-to-mouth 
resuscitation without a barrier needs to replace by advocating placement of 
atleast a gauze piece on the mouth while performing it. 


Specimen Transport 


All the fluids and tissue specimen should be considered as potentially 
infectious. They should be kept in a tightly closed container which should in 
turn be kept in a leak-proof transparent bags with clear biohazard lable. Using 
such approach is essential atleast for CSF and blood in developing countries for 
all the specimen and not for those of HIV infected patients only. 


Handling Spilled, Potentially Contaminated Fluids 


e Spills of infected or potentially infected material should first be covered 
with paper toweling or other absorbent material (thick blotting paper and 
if nothing is available atleast old newspaper). Freshly prepared hypochlorite 
solution at a concentration of 1.0% available chlorine (10g/liter;10000 ppm) 
should be poured around the spill area and covered with some absorbent 
material and placed in the contaminated waste container. The surface should 
be wiped again with the disinfectant. Heavy duty gloves should be worn 
throughout the procedure and; direct contact with the gloved hands with 
the disinfected spill should be avoided. Broken glass or fractured plastic 
should be swept up using a dustpan and brush. 


e Needle stick or other puncture wounds, cuts and skin contaminated by 
spilled or splashed specimen material should be thoroughly washed with 
soap and water. : 


e All spills, accidents, and overt or potential exposure to infectious material 
should be reported immediately to the laboratory supervisor. A written 
record should be prepared and maintained. Needle stick audit should be 
initiated in every hospital. After critical analysis, work-related suggestions 
to reduce the risk can be issued to the worker. 


Laundry and Linen 


The risk is negligible. There should be minimal handling of soiled linen. 
Washing linen with detergent is adequate. Severely soiled ones may be burnt. 


e Soiled linen must be handled as little as possible. 


e All soiled linen must be handled with gloved hands. 
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e All soiled linen must be put in plastic bags immediately and bags must be 
tied and sent to the laundry. 


e Persons sorting linen in the laundry must put on gloves. 


¢ Use of detergent and hot water washing (at 160 0 F) of dishes and laundry 
provides adequate decontamination for HIV". 


e In laundry, detergent in hot water (710C or 1600F) must be used at least 
for 25 minutes for complete decontamination. Use of bleach in the laundry 
is highly recommended. 


e Laundry or linen, which is grossly soiled with blood should be discarded as 
hazardous infectious waste. It should be burnt!®»!6, 


Toilet Care and Sluice 
e Toilets, bathrooms, urinals and bed-pans do not spread HIV infection. 
e Sluice disposal can be carried out exactly as for any other infected patient. 


e Sluice, blood, suctioned fluid, excretions and secretions can be poured down 
the sanitary drain connected to sewer. The use of municipal sewerage 
does not create any significant health problems as viruses require living 
cell for survival and are unlikely to survive longer this way’? "!®"9, 


e Urine, pot, bed-pan, suction jars etc., can be cleaned with soap and rinsing 
water followed by 30 minutes in 1% household bleach or by autoclaving. 


14 Centers for Disease Control. Guidelines for Handwashing and Hospital environmental 
control. 1985. Hospital infections Program. CEC, US Government Printing Office. 


15 Centers for Disease Control. Recommendations for prevention of HIV transmission in 
health care settings. MMWR, 1987; 36 (suppl 2): 3-18. 


16 Centers for Disease Control. Guidelines for prevention of transmission of human immu- 
nodeficiency virus, hepatitis B virus, and other blood borne pathogens in health care set- 
tings. MMWR, 1988 37: 377-388. 


17 Centers for Disease Control. Recommendations for preventing transmission of infection 
with T-lymphotropic virus type III / lymphadenopathy - associated virus in the 
workplace. MMWR, 1985; 34:682-686, 691-695. 


18 Becker CE, Cone JE, Gerberding J. Occupational infection with human immunodefi- 
ciency virus (HIV): Risks and risk reduction. Ann Intern Med, 1989; 110:653-656. 


19 Keene JH. Medical waste: A minimum hazard. Infect Control Hosp Epidemiol, 1990; 12: 


682-685. 
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Liquid or Solid Waste 


Blood, suction fluid, excretory or secretary fluids. Disinfect with 10% 
hypochlorite solution for half an hour. Dispose it off in a drain connected to 
sewer system or in a pit latrine. Solid waste should be buried / incinerated, or 
dumped in pit latrine. Soiled dressings, diapers, menstrual pads should be burnt/ 
buried/dumped in pit latrine. However, one must remember that the universal 
precaution do not to the Colostrum, breast milk, meconium, faeces, nasal 
secretions, sweat, tears, sputum, urine and vomit unless they contain 
visible blood. 


Autopsy 


In addition to the universal blood and body-fluid precautions the following 
precautions should be used by persons performing post-mortem procedures. 


e The number of persons in autopsy room should be kept to a minimum and 
gowns, plastic aprons, gloves and boots should be used by all. 


e Allcollected specimens must be handled with care and placed in 10% formalin 
excepting those needed for cultures or requiring use of fresh material. 


e Ideally after autopsy, the body may be double bagged in heavy plastic sheet. 
It should be secured and tied properly. Relatives taking away such bodies 
should be given instructions not to disturb the plastic bags before appropriate 
disposal preferably by cremation (burning) burial. This practice should be 
done for all the patients irrespective of HIV sero-status as otherwise it will 
lead to a breach of confidentiality. Everybody will know that the patient 
had HIV disease since he/she is double bagged. However, double bagging is 
not followed universally in India. Hence, minimal handling of the dead 
body is advocated. 


Embalming 


It should be undertaken under strict universal precautions to protect 
personnel. Material to be disposed of, such as body fluids, faeces etc., should be 
decontaminated first with 0.5% sodium hypochlorite in a plastic bucket. 


Processing Cadavers for Dissection 


Dead bodies provided to students for dissection could be unsuspected cased 
of AIDS/HIV infection. Intra-arterial injection of 10% concentration formalin 
used for preservation of bodies is general done. The virus does not survive 
under these conditions. Experimentally, it was shown that the virus is 
inactivated within 48 hours even with 1/10th of this concentration. 
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Conclusion 


The risk of transmission of HIV through occupational exposure is 
negligible. Mandatory screening of HIV infected patients is an unethical, costly 
proposition and can lead to complacency amongst healthcare providers thereby 
increasing risk. Adoption of universal precautions is a feasible, better 
alternative. Risk management through training of health care workers, 
provision of adequate, regular protective supplies of standard quality is essential 
to avoid discrimination against HIV infected patients. 
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PART V 
HIV/AIDS AND MEDIA REPORTING 


11. STRATEGIES FOR IMPROVING MEDIA 
REPORTING OF HIV/AIDS AND 
REPRODUCTIVE HEALTH IN NIGERIA* 


Akin Jimoh 
Introduction 


The mass media (newspapers, magazines, radio, and television) has become 
an important component in health intervention programs. This is evident 
considering the large volume of literature on the success of its techniques in 
family planning programs (Bankole 1994, Protrow et al 1990, and Ogundimu 
1990) This was recognized in Nigeria’s National Policy on Population (NPP) 
adopted in 1988. 


Occasional news items on reproductive health issues are mostly based on 
imported themes from developed countries with little or no local relevance. 
Also, most of the stories hardly make the front page as editors, compared with 
stories on politics, business, sports and the economy, give them lower priority. 
For a clearer perspective of the situation a study was initiated to develop some 
strategies for a more effective dissemination of population and reproductive 
health issues in the media. To initiate this, there is a need to understand the 
structure of the Nigerian mass media, its problems and areas of collaboration 
that would benefit health and reproductive health professionals. Such an 
understanding would aid the creation of more focused popular debate of 
population and reproductive health issues. 


Methodology 


The largest target group was mass media practitioners in both the print 
and electronic media. Data was collected through three techniques - Content 
Analysis, In-depth interview, Focus Group Discussion (FGD), and Self- 
administered questionnaire administration. Appropriate instruments were 
developed for content analysis and FGD while the questionnaire was analyzed 
with the EPI-INFO program developed by the Centre for Disease Control and 
the World Health Organization. This study found factors responsible for the 
present state of public discourse on population and reproductive health issues 
in Nigeria. It provides baseline data with the general objectives to: 


* From <www.democracy-africa.org/hivd.htm> (Visited on 10th November 2000, Author’s 
e-mail-<ajimoh@rel.nig.com> 
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e Determine the sources of information on reproductive health issues in the 
mass media. 


e Determine problems militating against effective publication or broadcast 
of reproductive health issues. 


e Describe in details all the available means of disseminating reproductive 
health information through the mass media in Nigeria. 


e Identify the background of journalists and its influence on their attitude 
towards reproductive health reporting. 


e To determine the specific training needs of the journalists in their efforts 
to disseminate reproductive health information. 


e Design appropriate intervention strategies for addressing identified obstacles 
in effective dissemination and communication of reproductive health issues. 


RESULTS, CONCLUSIONS, AND RECOMMENDATIONS 
Results 


Overall, the study revealed the evidence of a knowledge-attitude-practice 
(KAP) gap among journalists on issues HIV/AIDS and reproductive health issues. 
The journalists themselves recognized the importance of reproductive health 
and their key communication role, but most are not adequately equipped to 
play this role for many reasons. Prominent among these reasons is that they 
lack detailed knowledge about reproductive health issues, concepts and tools 
that would enable them to make news judgements, develop feature stories, 
and to provide sustained coverage of reproductive health stories. Most reporters 
do not seem to have clear understanding of important reproductive health 
concepts and issues. As an important link between health professionals, policy- 
makers, and the public, the news media must become better prepared and 
equipped to report on reproductive health issues. 


The study further revealed that most journalists have favorable attitudes 
and an interest in reporting reproductive health issues. But this positive outlook 
is not reflected in their actual day-to-day function. Other reasons, beyond lack 
of training, include the following: (1) Lack of up-to-date information on 
reproductive health. (2) Lack of specialized background among journalists. (3) 
Low priority given to health by media organization generally. (4) Community 
pressure to avoid issues. (5) Journalists experience difficulty in obtaining 
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information and data from government agencies and NGOs. Providing better 
materials and increasing access to reproductive health programs would help 
journalists to appreciate the human consequences of rapid population growth, 
unwanted pregnancies, safe motherhood and other issues of reproductive health 
and rights. 


Conclusions 


During the past few decades the purposeful application of media and 
communication support has assumed an increasingly important role in many 
faces of development. Much of it has been subsumed under the larger movement 
normally referred to as Development Support Communication (DSC), or more 
recently, Development Communication. Broadly the process refers to the 
application of existing communications technologies and media to the problems 
of development. For the purpose of this project, it is precisely delimited to the 
systematic utilization of appropriate communications channels and techniques 
to increase people’s participation in reproductive health and rights issues and 
to inform, motivate and train populations, mainly at the grassroots level. 
This is derived from the widely recognized fact that journalists can play a 
significant role in bringing information about reproductive health and rights to 
the public. This will help shape public opinion concerning such issues so as to 
make informed personal decisions about them. Yet few journalists regularly 
report on reproductive health issues due to the simple reason that they are 
generally handicapped by lack of access to resource materials and training 
opportunities in this aspect of development. 


However, for reproductive health program of national coverage, an 
informed, interested and supportive media can be a powerful ally, while a poorly 
informed, indifferent or hostile media can be an obstacle. Yet little is known 
about the knowledge, attitudes, and interests/concerns of journalists’ needs 
regarding reproductive health issues. The prerequisite to the assessment of 
journalists’ needs regarding reproductive health is the study of their knowledge- 
attitude-practice (KAP) gap. Them recommendations at the policy, institutional 
and project levels can be formulated to meet these needs. 


Recommendations 


Based on the needs identified in this study, a number of operational 
strategies to promote coverage and advocacy of reproductive health issues in 
the Nigerian media are recommended. Generally speaking, the journalists have 
an urgent need for training, for receiving accurate program information, and 
for more ideas as to how to make reproductive health stories interesting. All 
stakeholders would also need to take an active part in reproductive health 
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promotion through media and other traditional means. These call for the 
appropriate undertaking of the following: 


1. Development of media materials that combine accurate and comprehensive 
information in analysis and interpretation of HIV/AIDS and other 
reproductive health issues for effective facilitation of journalists. 

2. Provision of training opportunities on reproductive health and other 
emergent related issues, including trends in HIV/AIDS. 

3. Development and establishment of a media material resource center that 
contain reproductive health data bank, provide access to experts, help 
interpret demographic and vital statistics, and offer other services that 
improve the information flow to journalists. 

4. Creation of forum for communication between journalists, health 
professionals and the general public. 

5. Promotion of awards for reproductive health journalism, which stimulates 
journalists to cover HIV/AIDS and other health-related issues. 

6. Development of events for journalists and social communicators, topics 
that attract their attention and help clear doubts and prejudices. 

7. Provision of training for community groups and NGOs in media sills, 
particularly on how to work successfully with the media. 
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12. THE ROLE OF THE MEDIA IN HIV/AIDS 
PRVENTION 


Emah Ekpo* 


Information through the media is the most powerful tool available for 
people to fight and conquer HIV/AIDS. By presenting factual information about 
the disease, its spread, transmission, prevention and care, the media can exercise 
considerable influence on the public. They can increase knowledge, influence 
attitudes and promote debates on HIV/AIDS. No AIDS prevention programme 
can hope to succeed in the long term unless there is an alliance between the 
media, health care providers, policy makers and other stakeholders. 


The media must have access to sufficient information to report accurately 
on the epidemic as well as sensitize the public on the disease. The media have 
a central role in creating awareness and understanding of the disease as well 
as sensitizing and mobilizing the people against HIV/AIDS. This paper focuses 
on the role of media in AIDS prevention and control; the difficulty that the 
media face in performing their duties; and how these constraints can be 
surmounted to enable the media play their role effectively in the fight against 
HIV/AIDS. 


ROLE OF THE MEDIA 


The media have certain basic roles in HIV/AIDS prevention. They shape 
attitudes about HIV/AIDS and also influence the wider issues of Reproductive 
Health and Rights, poverty as well as the social inequality that the outbreak of 
the disease has raised. 


e The media constitute a formidable force in HIV/AIDS control efforts by 
helping to set an agenda on HIV/AIDS issues as well as international 
imperatives for stemming the tide of the scourge. 


e In addition to being vital communication channels of HIV/AIDS information, 


the media are increasingly becoming prominent actors and stakeholders in 
HIV/AIDS activities. 


e The media determine the socio-cultural and political response to AIDS by 
stimulating public debates on the issues involved. 


* From <www.democracy-africa.org/hivd.htm> (Visited on 10th November, 2000) 
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e The alternative media such as drama, music, puppet shows etc can enhance 
the level of HIV/AIDS awareness in communities with limited access to 
conventional media. 


e Improved global communication technologies (computer networks, digital 
data transmission etc) can contribute immensely to bridging the 
geographical and socio-economic gaps that exist in accessing HIV/AIDS 
information around the world. 


e As the media become increasingly independent and diverse, they embark 
on investigative reporting of HIV/AIDS issues, thus bringing them to public 
focus. 


e They also highlight the impact of the disease on the people and the nation. 
e The media should highlight achievements, prevention and control measures. 
e Media should collaborate with stakeholders for the benefit of all 


e They should train their members to be better informed, articulate and 
report accurately issues relating HIV/AIDS to AIDS. 


APPRAISAL 


The media in Nigeria are vibrant and fearless, and therefore constitute a 
veritable tool for social mobilization and change. If properly harnessed, the 


media can play a greater role than it is doing now to combat the spread of HIV/ 
AIDS. 


For example, in December, 1998 UNAIDS selected some media 
practitioners toward the media involvement in the UNAIDS/NASCP IEC 
Bridging Plan programme. The project sought to ensure that Nigerians were 
mobilized and sensitized about AIDS to enable the reduction of the rate of 
transmission and prevent new infections. The media practitioners developed, 
produced and broadcast materials for the purpose of AIDS awareness. Funding 
was provided to facilitate sourcing of materials, verification and objective 
assessment of the AIDS situation in the country with a view of publishing and 
transmitting in the media the magnitude of AIDS in Nigeria. 


A total of 20 consultants from six national newspapers, one weekly 
magazine, the News Agency of Nigeria, NTA, AIT and Channels TV as well as 
Radio Nigeria participated in the project which lasted for six months. A content 
analysis of selected media used during the project revealed a remarkable 
improvement,in the HIV/AIDS coverage during the project period. 
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the limelight. For the first time in the country AIDS stories appeared in the 
media on a daily basis throughout the period of the project. The resultant feed 
back through letters to the editor and phone-in programme show that the 
media can play a major role in the prevention of HIV/AIDS in Nigeria. 


The wide publicity given to HIV/AIDS by the media and campaign by 
governments and non-governmental organisations have raised the level of 
awareness about HIV/AIDS. Television, video and films bring HIV/AIDS 
messages to life. These “visual electronic media” engage their audience with 
themes and messages in an entertaining manner thus raising the consciousness 
of the community about the disease. The print media and radio on the other 
hand also have ways of propagating the AIDS message. 


Current trend in the media campaign against AIDS is noteworthy. There 
has been a shift in media emphasis from news dissemination to a participatory 
approach in the fight against AIDS. Today, the media is a stakeholder in the 
AIDS prevention and control efforts. This new dispensation has witnessed the 
establishment of Media AIDS group such as The Nigeria media network on 
HIV/AIDS and Reproductive health and Rights, (MEDIANET-NIGERIA). HECAN 
,Media Health Alliance and Journalists Against AIDS (JAAIDS). Recently, these 
media groups came together to present a common front through formation of 
a media coalition group to step up the campaign, given the crosscutting nature 
of the pandemic. The Coalition will pool available resources and personalities 
for mutual benefit. 


These media NGOs engage in: 
e Intervention programme against HIV/AIDS 
e Training of media practitioners to improve Media AIDS reporting. 
e Advocacy 
¢ Collaborating and Networking with groups working on HIV/AIDS. 
CONSTRAINTS 


Despite increased awareness about the existence of HIV/AIDS, most 
Nigerians have refused to modify their high-risk behaviour. The reasons for 
this include: - 


° High level of illiteracy which hinders correct understanding of media AIDS 
prevention messages 


¢ An unprecedented level of skepticism and denial of the disease still exist. 
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An unprecedented level of skepticism and denial of the disease still exist. 
Subjective and moralistic reportage 

Inadequate training and knowledge by media practitioners 

Neglect of HIV/AIDS activities 

Competition for media space and time. 


Sensationalisation of news about AIDS, thereby stigmatizing and 
marginalising People Living With AIDS (PLWA) 


Limitation of AIDS activities to major events such as World AIDS Day. 
Absence of accepted guidelines on HIV/AIDS reportage. 

Pressure to accommodate fast breaking events 

Lack of access to information. 

Inability to disseminate information in local languages. 


Too much focus on the medical aspect to the detriment of the social and 
economic impact of the disease. 


Self-Censorship. 


In addition to the foregoing constraints, the political and economic 


environment has created additional constraints such as: - 


Government interference/control 

Influence of interest groups 

Inadequate work tool, lack of resources and poor remuneration 

Poor transportation hinders movement, which lowers morale and reduces 


Commercialization of news by the electronic media erode the social 
responsibility value of the media. 


STRATEGIES TO IMRPOVE MEDIA REPORTING OF HIV/ 
AIDS/AIDS 


Responding to the HIV/AIDS pandemic requires good information. This is 


particularly important because of the dynamic nature of the disease and the 
absence of policies on prevention and care programmes that can respond quickly 
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- 


of the disease, most Nigerians have refused to modify their high-risk behaviour. 
This suggest that the media must evolve better ways of conducting their 
Behaviour Change Communication (BCC). 


These strategies include: 


e Developing culturally acceptable Behaviour Change Communication (BCC). 
e Developing guidelines and code of ethics of HIV/AIDS reporting. 

e Train different categories of media practitioners. 

e Provide information and update data and glossary on HIV/AIDS 

e Create awareness. 


e Improve access to information sources and resources.: Collaborate and 
Network with relevant NGOS. 


e Strengthen global networking through the Internet to enhance media 
report. 


ETHICS 


AIDS is a phenomenon, which has posed many challenges to mankind. 
There is need to assist information providers and policy markers in their efforts 
to encourage the society to be well informed and support the infected and 
affected. 


Since the only weapon to combat AIDS for now is Information Education 
and Communication (IEC). It is important that media practitioners should have 
adequate grasp of the issues involved. 


For instance how to handle those deliberately spreading HIV/AIDS. There 
is need for a Code of Ethics to guide the media in reporting HIV/AIDS. The 
code of ethics should take cognizance of the following: - 


e Need to avoid stigmatising and discrimination of the People Living With 
HIV/AIDS (PLWHA). 


e Need to respect the dignity and right to privacy of PLWHA and health care 
providers. 


e Need to make behavioural change target of communication. 


e Need to protect the rights of families of those affected by HIV/AIDS. 


¢ Need to protect the public against charlatans and quacks. 
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¢ Need to protect the public against charlatans and quacks. 
¢ Need to protect jounalists’s rights to know. 
¢ Need to be gender sensitive. 


GENDER PERSPECTIVE 


The media should be an ally of women as far as media focus on HIV/AIDS 
is concerned. However, they have failed to explain the peculiarities of women’s 
problems to the society in order to encourage the society to appreciate them. 
Rather, media focus on HIV/AIDS tends to reinforce attitudes, which often 
portray women in a degrading and humiliating manner. The media are 
responsible for perpetuating stereotypying women, as sexual objects. In this 
regard, media reporting of HIV/AIDS usually describe women as vectors of 
HIV/AIDS and other sexually-transmitted infections. The media portray women 
as contracting HIV/AIDS from high-risk sexual behaviour. 


To change the negative media image of women on HIV/AIDS issues, the 
media should: - 


e Avoid gender bias in AIDS reporting; 
e Challenge beliefs, attitudes and cultural perspectives. 


e Stress moral and social issues not as women issues only, but as human 
issues. 


¢ Portray women as being at risk and not as risk factors. 
¢ Emphasize male responsibility in Reproductive Health and Rights. 
¢ Encourage male journalists to develop interest in gender issues. 


¢ Educate its members and make them an ally of women, especially now 
that there are global concerns to improve the status of women. 


CONCLUSION 


Given the enormous potentials of the media to influence public attitudes, 
it is essential for HIV/AIDS and STIs programme planners to work closely with 
the media. Although social constraints will always influence media treatment 
of Reproductive health and Rights issues, the media however must strive to 
provide accurate information that will sensitively and compassionately reduce 
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anxiety and misunderstanding. This will result in a more serious scientific and 
well-rounded media coverage of AIDS. The media should also be encouraged to 
increase and maintain the momentum in AIDS reporting. They should be 
stimulated to constantly present the subject of HIV/AIDS for public attention 
and discourse. 
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PART VI 
HIV/AIDS AND JUDICIARY 


13. COURTS AND JUSTICE IN THE ERA OF 
HIV/AIDS 


Contemporeinity, Consiciousness, Cases, Courts, 
Community, Conclusions 


The Hon Justice Michael Kirby AC CMG* 


“The law knows no finer hour than when it cuts through formal concepts 
and tranistory emotions and persecution”. 


Falbo v. United States 320 US 549 at 561 (1944) per Murphy J. 
CONTEMPORANEITY 


I applaud this initiative to involve the judiciary of India in these workshops 
on HIV/AIDS. In this series of workshops, we will explore the features of the 
HIV/AIDS epidemic and the many legal and law related issues if presents to 
the courts and to the legal system of every country. Issues such as consent for 
testing; counselling of those at risk and those who are infected with HIV; 
issues of confidentiality and discrimination, the special problems of vulnerable 
groups, some of them subject to discrimination which is reinforced by the law; 
issues of the safety of the blood supply and of the work environment. 


Two weeks ago, the High Court of Australia delivered a decision which 
illustrates the way in which HIV/AIDS will present to our courts questions of 
law both of difficulty and sensitivity: X v. The Commonwealth (1999) HCA 63. 
The case concerned a soldier who had enlisted in the Australian Defence Force 
(ADF). After his enlistment, a pathology test showed that he had been infected 
with HIV, the virus that causes AIDS. He was immediately discharged pursuant 
to a policy of the ADF applicable to all new recruits requiring the termination 
of their employment if they tested positve to HIV. The ex-soldier complained 
about his discharge to the Australian Human Rights and Equal Opportunity 
Commission. The ADF admitted that there was discrimination against him 
otherwise contrary to the Disability Discrimination Act 1992 (Cth). However, 
it asserted that it was lawful discrimination in his case because, within one of 
the exceptions recognised by the Act, the soldier was unable to perform the 
“inherent requirements" of the particular employment. 


. Justice of the High Court of Australia. Lately President of the International Commission of 
Jurists. One-time Member of the World Health Organization Global Commission on AIDS 
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It was contended that one of the "inherent requirements" of a soldier was 
a capability to (as it was vividly put) "bleed safely", if bleeding arose in 
circumstances of combat or training. The Commissioner, who held an inquiry 
for the Commission, held that the relevant exemption applied only where there 
was "a clear and definite relationship between the inherent or intrinsic 
characteristics of the employment and the disability in question". At first 
instance in the Federal Court of Australia, the judge reviewing this decision 
declined to disturb it for error or law. However, the Full Court of the Federal 
Court of Australia set the decision aside and ordered a rehearing. It held that 
the Inquiry Commissioner had misdirected himself in adopting a construction 
of the exception under the Act, which was too narrow and restrictive. 


On further appeal by special leave to the High Court of Australia, the 
Court, by majority, upheld the Full Court decission. It directed that the matter 
be returned to the Human Rights Commission for redetermination without 
adopting the "narrow and restrictive construction" which the majority felt had 
originally been taken. I dissented from this opinion, concluding that there was 
no error of law in the approach of the Inquiry Commissioner. It was my opinion 
that the Act that was being applied should be given a beneficial construction to 
secure its objectives, namely the elimination of decisions against people with 
disabilities on the basis of attributes ascribed to their disabilities by stereotyping. 
I suggested that the imposition of a universal "policy" requiring the dismissal 
of all recruits in a large employment area within the federal government defied 
the particularity required of employers in decisions affecting employees 
necessitated by the Act. My view did not prevail. It is not my purpose to reargue 
it. However, the case illustrates the way in which HIV/AIDS is no longer a 
remote, exotic far-away problem for judges. It is becoming a regular visitor to 
the courts whether in India, Australia or elsewhere. Judges must be alert to 
its legal dimensions. 


Judges, by definition, are leaders of their communities. They are invariably 
educated above the average. They ordinarily enjoy a privileged lifestyle. 
Typically, they are respected because of their offices. Their special positions in 
society impose upon them a responsibility of leadership. Nowhere is that 
responsibility tested more than when a completely new and unexpected problem 
presents itself to society. All the judges' instincts for legality, fairness and 
reasonableness must then be summoned up, to help lead society towards an 
informed, intelligent and just solution to the problem. 


It is dangerous to generalise about the judiciary. In our region of the 
world several different legal systems may be found. In each of them, the role of 
the judiciary will be different. I discovered this fact in my work between 1993 
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and 1996 as Special Representative of the Secretary-General for Human Rights 
in Cambodia. A judge in Cambodia observes quite different legal traditions and 
conventions than does a judge in Australia or India. Typically, in common law 
countries which personally derive their legal systems largely from England, 
the judge enjoys a specially important place in the exposition, development 
and application of the law. The judge's creative role in developing the common 
law gives him or her opportunities and responsibilities of law-making, which 
are probably greater than in most countries of the civil law tradition. 


But even within common law countries, the opportunities of legal 
development will differ at different levels of the judicial hierarchy. Thus, a 
judge of the final appellate court will have an enormously important role in 
applying the Constitution, in expounding basic human rights, in sometimes 
striking down legislation as unconstitutional, and in keeping the other branches 
of government in check. A judicial officer at the other end of the spectrum, a 
magistrate, will have much less opportunity to develop and expound new legal 
principles. He or she will generally be bound simply to apply statute law or 
common law as elaborated by the higher courts. Yet a magistrate will see 
many more citizens than higher court judges do. Typically, the magistrate's 
court processes about 90% of criminal and small debt proceedings. This is where 
most people see the judiciary. It is a mistake to conceive of the role of the 
judiciary as limited to judges of the highest courts. 


As a judge of twenty-five years in a common law country (Australia), who 
once also served in another common law country (Solomon Islands), Iam much 
more familiar with the role of the judiciary in common law countries. Although 
I am also quite familiar with the legal system of another country of the region 
(Cambodia) whose traditions are those of the civil law, for a workshop for judges 
in India I will concentrate in this introduction upon the case work of judges in 
common law countries. In the face of HIV/AIDS, judicial officers everywhere 
must give a measure of leadership. The epidemic presents many problems of a 
legal character, but still more problems of prejudice, ignorance and 
discriminatory attitudes. This is why discrimination against people living with 
HIV/AIDS, or thought to be in that gia is sometimes described as the 

“second epidemic". 


I have organised my consideration of this topic in terms of the "6 Cs". 
These are Contemporaneity; Consciousness; Courts; Cases; Colleagues and 
Community. I will also offer some conclusions. In each context, the judiciary 
has personal and collective responsibilities. They are universal, and not limited 
to any particular legal system. But necessarily, my treatment of cases will be 
confined to the system which I know best - that of the common law. 
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Inevitably, in a brief introduction, I cannot do justice to all of the aspects 
of the judiciary's response to the HIV/AIDS epidemic. That response is not 
confined to interpreting, developing and applying HIV/AIDS law. The judiciary 
must do more than this, for the epidemic is fundamentally about human beings, 
fellow citizens. It is not about statistics. It is not about law, as such. Jurists, as 
educated leaders of the community, must understand this. 


CONSCIOUSNESS 


The first responsibility of the judiciary is consciousness about HIV/AIDS, 
and about the relevant legal principles which affect the performance of their 
professional tasks. 


At the outset of this epidemic, I was taught by Dean June Osborn, of the 
Michigan School of Public Health, that the first rule in HIV/AIDS law and 
policy is to base all action and responses upon sound data. That data will require 
those involved in relevant decisions and the exercise of governmental power 
(including in the judiciary) to know what they are dealing with, and what they 
are talking about. 


This is why it is important that all judicial officers today, in every country, 
should have more than a layman's understanding of HIV/AIDS. As I shall 
demonstrate, the epidemic is beginning to affect millions of people. It will have 
enormous implications for the running of courts, the decision-making in cases, 
relationships with colleagues, and the judiciary's role in the community. 


In my own jurisdiction, in Australia, the Judicial Commission of New 
South Wales in 1992 published on HIV Outline - Source Material for Judicial 
Officers in New South Wales. (Judicial Commission of New South Wales, 
Sydney, 1992). This is an excellent work. It starts with basic facts about AIDS 
and HIV infection, with rudimentary information on what AIDS is; when it 
first appeared; how HIV is transmitted; how many people in Australia have 
been affected; which groups of people have been particularly infected; what the 
life expectancy of a person with HIV or AIDS is; how it is diagnosed; what are 
its symptoms; whether health care workers and other professionals are at risk 
of HIV infection; and what risk still exists in donated blood, blood products or 
human tissue. 


This booklet continues with basic information on public health legislation 
applicable to people with HIV/AIDS, and with chapters on relevant statutory 
and common law principles applicable to such topics as liability for HIV 
transmission; application of anti-discrimination laws ; the rules on confidentiality; 
the relevance of HIV/AIDS to sentencing ; and the impact of HIV/AIDS on 
family law. 
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Doubtless, with the passage of time, some of the data concerning the 
epidemic has been overtaken. Certainly, much of the treatment of particular 
legal issues would now have to be elaborated by reference to recent 
developments. But the beginning of wisdom is a knowledge of the features of 
the epidemic which I have mentioned. Judicial officers, by their privileged 
position, and responsibilities to make decisions relevant to the lives of people 
with HIV/AIDS, owe it to their communities to inform themselves about the 
basic facts. They should not rely solely upon the general media, for it is often 
guilty of misinformation and extravagant reporting on this topic. That is why 
the first step in the role of the judiciary in this area is consciousness about 
HIV/AIDS. That consciousness should extend globally, but should be 
supplemented by a detailed knowledge of the best data available on the spread 
of the epidemic in the judge's own jurisdiction, as well as the most relevant 
statutory and common law principles, that a judge, suddenly facing in court or 
elsewhere a problem involving HIV/AIDS, will need to be aware of. 


It is the responsibility of the Executive Government in every jurisdiction 
to provide to judicial officers the basic information contained in the HIV outline 
mentioned above. If it does not, the judges must inform themselves. 


COURTS 


The judical function is typically performed in courts, and sometimes in 
chambers. It is here that the judge, as jurist, meetings citizens involved in 
legal cases, and their representatives. Some of those citizens will have (as I 
will show) problems relevant to HIV/AIDS. These will call for sensitive 
application of statute law and general legal principles. But before the judge 
gets to this, he or she will have to know how to conduct a case which concerns 
an infection which is not just an ordinary medical condition. Around various 
medical conditions there can gather elements of prejudice and stigma. It is 
found in community attitudes to various venereal conditions, inherited 
disabilities, and even to cancer. But HIV/AIDS in the courtroom is specially 
sensitive. In part, this is because of its association with death. In part it is also 
because the modes of transmission are frequenty by sexual intercourse and 
injecting drug use. The association of HIV/AIDS with drugs, sex, and in 
particular, groups which have often been (and sometimes still are) the subject 
of stigma and even criminalisation (homosexuals, drug-addicted persons, sex 
workers etc) makes community responses to the epidemic highly sensitive, 
and sometimes over-reactive. The judiciary are members of their communities. 
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They cannot be entirely free from the attitudes, fears and prejudices of the 
societies they live in. But it behoves the judiciary to be better informed, and 
especially to so perform their functions as to reduce unnecessary burdens upon 
those who come before them who are living with HIV/AIDS. 


When AIDS first came along, there was often gross over-reaction to its 
presence in the courtroom. In some countries, prisoners, actually infected, or 
suspected of being infected, with HIV/AIDS, were brought into court by guards 
wearing space suit protection, completely unnecessary and highly prejudicial t 
the fair trial rights of the accused. There is no need for such special courtroom 
procedures, as the wearing of surgical masks or gowns or protective gloves, 
still less for the exclusion of the defendant from the courtroom. In the United 
States it has been suggested that such courtroom precautions, without any 
scientific basis, would be a violation of constitutional rights to due process of 
law. [(Wiggins v. Maryland 315 Md 232 ; 554 A 2 d 356 (1989) (Maryland CA). 
See MC Morgan, "The Problems of Testing for HIV in the Criminal Courts", 29 
Judges' Journal, No. 2, 25 (1990).] Requests by court staff for the testing of 
prisoners, or for the provision of special gloves and uniforms to sheriff and 
bailiff officers, should ordinarily be rejected. It is a duty of the presiding judicial 
officer to make sure that his or her court staff are protected from risks of 
infection, or exposure to such risks. But it is now well known that casual social 
contact will not transmit HIV. The judiciary should not permit court process to 
be distorted, invariably to the disadvantage of the litigant, by generally 
unnecessary isolation, or disadvantageous treatment [R.T. Andrias, "Shed Your 
Robes - Three Reasons for Aggressive Judicial Leadership in Coping with the 
HIV Epidemic", 29 Judges Journal, No. 2, 7, (1990). 


"We are employers, of sorts, with large personal and official staffs, whose 
safety and security are our utmost concern. Judges are independent and are 
paid a salary which is not based on whether they win or lose... Our job is to do 
the right and just thing, without fear or favour. Ensuring the right to an attorney, 
the right to have one's case heard, the fundamental rights of fairness and due 
process are the cornerstones of the halls of justice". 


Because of the nature of the sensitive questions that can arise in cases 
involving HIV/AIDS, it will often be the duty of the judge to afford a measure of 
confidentiality to the persons involved. This is because it is usually permissible 
and proper to report court proceedings which are open. It would be wrong to 
close every court proceeding which involved some issue concerning HIV/AIDS, 
or concerned a person living with the virus. The principle of open justice is 
fundamental to the role of the judiciary. On the other hand, the need to protect 
confidentiality and personal privacy can be secured by judicial orders in 
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appropriate cases, the courts try to balance the public interest in protecting 
confidential information against the public interest which favours disclosure. 
[See Woodward v. Hutchins (1977)1 WLR 760 (CA) ; W v. Edgell (1990)1 All ER 
835.] In Xv. Y, [X v. Y (1988)2 All ER 648. See also R Sarre, "HIV/AIDS and 
Suppression Orders", (1995) 17 (3) Bulleting of Law Society of South Australia, 
11], the English Court of Appeal considered the public interest exception in 
relation to the disclosure of information about a person's HIV status. An 
injunction was sought to prevent a newspaper from publishing the names of 
two doctors infected with HIV who were working in a particular hospital. The 
newspaper had obtained the information from confidential hospital records. 
The newspaper argued that there was an overriding public interest in disclosing 
the information, because the public was entitled to know that the doctors had 
HIV. However, the court held that the public interest in preserving the 
confidentiality of hospital records outweighed the public interest in the freedom 
of the press to publish the information, because people with HIV must not be 
deterred from seeking appropriate testing and treatment. This decision is 
important because the judges recognise that confidentiality in relation to a 
person's HIV status, could be important, not only to protect the interests of the 
infected person, but also for public health strategies generally against the spread 
of the epidemic. 


In Australia, there have been similar orders by the superior courts 
protecting the confidentiality of people infected with HIV. [See Loker v. St. 
Vincent's Hospital (Darlinghurst) & Anor, unreported, Supreme Court of NSW, 
Australia, 11 October 1985 (Allen, M). See also Australian Red Cross Society v. 
B.C. Supreme Court of Victoria (Appellate Division), unreported, 7 March 1991. 
Noted in Judicial Commission, above n. 1, 29.] Sometimes these have proved 
controversial. Occasionally, the media attack the confidentiality orders of the 
judge. But the judiciary will know, and give value to, the competing interests 
at stake. So it was in the Bombay High Court where an interim order was 
issued suppressing the information of the identity of a person infected with 
HIV. Both were allowed to sue by pseudonyms (Mr. M X and Ms. Z Y). The 
applicants challenged a public corporation's dismissal of Mr. MX because he 
had tested HIV positive. The corporation's policy permitted discrimination on 
that basis. Mr MX had been a casual labourer for a public sector corporation. 
He was cleared for promotion, subject to a medical. The medical examination 
declared him to be fit. He was then required to undergo a further examination 
for permanency. He was again found to be physically fit. But the HIV test 
revealed that he was sero-positive. The corporation sought to justify its 
discriminatory policy, although it is hard to see how, before any onset of 
disability, such a policy could be justified especially in the case of a labourer. 
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Mr. MX challenged the policy as contrary to law and a violation of the non- 
discriminatory clauses (ss 14, 15 and 16 of the Constitution of India). The Bombay 
High Court showed considerable sensitivity in its name suppression order. 
Some people, denied confidentiality, would simply abandon their rights at law 
or never come to court. [A Grover, "Names Suppressed in India Discrimination 
Case" (1995)6 HIV/AIDS Legal Link, No. 3, 26.] 


Early in my service as a Justice of the High Court of Australia, a case was 
presented which concerned an allegation of direct discrimination in the provision 
of local government planning permission concerning people living with HIV/ 
AIDS : IW v. The City of Perth. [(1997) 191 CLR 1]. The City Council of Perth in 
Western Australia, by 13 votes to 12, rejected a proposal to establish a drop-in 
centre for people with HIV. The applicant and his colleagues complained to the 
Commissioner for Equal Opportunity on the ground that the City Council had 
discriminated unlawfully contrary to the Equal Opportunity Act 1984 (WA). 
The tribunal established by that Act found that five of the majority votes had 
been impermissibly based on "the AIDS factor". By majority, the High Court of 
Australia dismissed the claim that the Council had discriminated contrary to 
the Act. [Brennan CJ, Dawson, Gaudron, McHugh and Gummow JJ ; Toohey 
and Kirby JJ dissenting]. The majority of the Court held that the Council was 
not "providing a service" within the meaning of the Act. It also held by majority 
that the applicant was not an "aggrieved person" within the Act as the actual 
applicant for town planning approval was an association, a distinct legal person, 
not the members of it, including the appellant. The case shows once again the 
technical hurdles which must often be overcome if claimants under 
discrimination legislation are to result in redress. The decision of the Full 
Court of the Supreme Court of Western Australia denying redress for the vote 
found to have been affected by discriminatory considerations, was affirmed. 
[Perth City v. IW (1996) 90 LGERA 178]. 


A factor in such cases is often the need for urgency in the judicial decision. 
Particularly at an advanced stage of AIDS, unless judges become pro-active, 
and take control of litigation involving people suffering from HIV/AIDS, the 
litigant may be improperly denied a right or remedy, and such loss may prove 
irreparable (Andrias, above n. 4, 7) : 


"If attorneys will not vigorously represent or refuse to represent HIV 
defendants, or if a defendant is denied access to the courtroom, time is critical. 
Similarly if an AIDS litigant does not receive a fair trial because of bias or 
hostility, given the pace of the appellate process the probability is that he or 
she won't be around for a re-trial. Finally, if a defendant is sentenced to prison 
merely because of his or her HIV condition, the person usually receives sub- 
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standard medical care and other deprivations before an appeals court can rectify 
the situation". 


It is the duty of a judge, as the exemplar of due process, to insist upon 
fairness in the court, and to prevent discrimination from showing its face. 


An article in the Victorian Law Institute Journal described the kind of 
problem that can arise in the context of a litigant's sexual orientation. The 
same problem might arise in the context of HIV/AIDS status (K. Derkley, "The 
Hard Earned Pink Dollar", Law Institute of Victoria Journal, August 1995, 
742, 743) 


"Often it is simply a matter of homosexuality being unnecessarily dragged 
into a case. The criminal lawyer, Jeff Tobin, whose gay clientele is ten percent 
of his practice and growing, says that a lot of his work is in making sure the 
courts don't dwell on who his clients prefer to spend their lives with. ‘Sexuality 
is rarely an issue in criminal matters and it should certainly not impinge on a 
person's equality in the eyes of the law. Having a client's gay status thrown 
about in court doesn't always help get a fair judgement”. 


I was once greatly affected by a Canadian Judge (Justice Louise Arbor, 
lately the Prosecutor before the International Criminal Tribunal for the Former 
Yugoslavia) when she told a conference of judicial colleagues in Quebec that 
she never tolerated sexism in her court - whether it came from a litigant, a 
lawyer or a colleague. She always intervened to correct the perpetrator and 
the record, and to insist upon manifestly equal justice under the law. The 
judiciary must do so in the courtroom upon every ground of irrational 
discrimination, including the HIV/AIDS status of litigants, witnesses or others 
in front of the court. 


CASES 


The cases involving aspects of HIV/AIDS are now legion. While texts are 
written about AIDS and the law. [(See eg. J. Godwin & Ors, Australian HIV/ 
AIDS Legal Guide, 2, ed., the Federation Press, Sydney, (1993)]. From 
something which began rather modestly, [See eg. M.D. Kirby, "AIDS Legislation 
- Turning Up the Heat ?" (1985) 60 ALJ 324] this is now a very large enterprise. 
In many countries, including my own, special legal series are now published on 
aspects of HIV/AIDS law and policy called HIV/AIDS Legal Link. There is a 
similar journal in Canada called Canadian HIV/AIDS Policy and Law Newsletter. 
There are many similar publications in the United States. 


I cannot attempt in this brief paper to analyse the role of the judiciary in 
responding to the many issues which HIV/AIDS has presented to the law. A 
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number of examples may, however, illustrate the way in which informed judges, 
and other quasi-judicial decision makers, can render a service by the sensitive 
application of the law to novel problems presenting as a result of HIV infection. 


Let me start in the criminal law area. In common law countries, bail 
before trial is quite normal. It is not always a feature of most civil law traditions. 
In the United States, it has sometimes been argued that the defendant's HIV 
status is relevant to whether or not he or she should be released pending trial. 
This is because of the shortened lifespan of most people found HIV positive. 
Typically, constitutional and statutory standards refer to the central question 
of whether the defendant will return to court to face the charges. Few, if any, 
refer specifically to HIV status. According to one analysis, it is not so much the 
category in which the person belongs, as the behaviour in which he or she 
engages, which is relevant. The stereotyping views about dangers to the public 
should be expelled by the judge, who should confine his or her decision to the 
actual known conduct of the applicant. An appellate court in New York held 
that it was an abuse of discretion to impose a condition of a negative HIV/AIDS 
test prior to release on bail, in so far as this was not mentioned in the statutes, 
and could involve an injustice to the particular applicant. [See People v. Mc 
Greevy 514 NYS 2d 622 (1987)(NYCA). 


Increasingly, judges are being faced by applications of the general criminal 
law, with special HIV/AIDS statues designed to penalise persons who know 
that they are infected, but proceed to have unprotected sex and spread the 
virus. A Kenyan visitor was recently convicted in New Zealand under the general 
law. (Morgan, above n.3, 25). But in Victoria, Australia, a judge directed a jury 
to acquit a person accused, following consensual, unprotected intercourse, 
because he considered the risks of infection unreasonably slight. [Two charges 
were brought under the Crimines (HIV) Act of the State of Victoria. The accused 
was acquitted on the direction of Teague J of the Supreme Court of Victoria.] 


In the criminal area, the main questions which have come before judges 
involve issues such as sentencing persons who are known to be infected with 
HIV, and ordering parole release of such persons. In Australia, the principle 
that has been applied was stated by King CJ in the South Australian Court of 
Criminal Appeal in R v. Smith : [(1987) 44 SASR 587 ; 27 A Crim R 315 (CCA 
SA)] 


"The state of health of an offender is always relevant to the consideration 
of the appropriate sentence for the offender. The courts, however, must be 
cautious as to the influence which they allow this factor to have upon the 
sentencing process. II] health cannot be allowed to become a licence to commit 
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crime, nor can offenders generally expect to escape punishment because of the 
condition of their health. It is the responsibility of the correctional services 
authorities to provide appropriate care and treatment for sick prisoners. 
Generally speaking, ill health will be factor tending to mitigate punishment 
only where it happens that imprisonment will be a greater burden on the 
offender by reason of his state of health, or where there is a serious risk of 
imprisonment having a gravely adverse effect on the offender's health". 


In Rv. McDonald, [(1988)38 A Crim R 470 (CCA NSW)] the accused had 
been aware at the time of his original sentencing that he had HIV, but did not 
disclose the fact to the court. Evidence as to his HIV status was brought out in 
an appeal. There was also evidence that the appellant, by reason of his HIV 
infection, had been transferred to a special wing of the prison, where conditions 
were more restricted than in any other part of the prison system. The New 
South Wales Court of Criminal Appeal said : 


"The very nature of the confinement in the assessment unit imposes 
hardships, including the lack of opportunity that would exist in other sections 
of the prison for the appellant to determine who his associates would be. He is 
necessarily confined with other AIDS sufferers.... While so confined, the 
appellant would have reduced opportunities for courses of education..... A further 
consequence of confinement .... Is the loss of opportunity for remissions". 


The Queensland Supreme Court ordered that an HIV positive prisoner 
should have his application for parole reconsidered. It overruled the Parole 
Board's original determination that special circumstances had not been shown 
by reason of HIV status. [Decision of Fryberg J in the Supreme Court of 
Queensland, noted (1985)6 HIV/AIDS Legal Link, No. 2, 13] 


Other areas where judges are called upon to make sensitive decisions 
include in family law; [K.B. Glen, "Parents With AIDS, Children With AIDS", 
29 Judges Journal No. 2 14 at 17 (1990). See also Judicial Commission above, 
no. 1, 33.] in immigration decisions on permanent residence or refugee status 
; [Decision of Refugee Review Tribunal (Aust.) N. 94/04178, noted (1994) 5 HIV/ 
AIDS Legal Link, No.4, 3. See also M. Alexander, "HIV and Permanent 
Residence" (1995) 6 HIV/AIDS Legal Link, No. 2,8.] in adoption ; [Glen, above 
n. 22, 18] in disturbance of a will which fails to make provision for a life partner 
and is contested by the family ; [Derkley, above, n. 12, 743] in discrimination 
cases involving employment, including in the military; [Canadian HIV/ AIDS 
Policy and Law Newsletter, April 1995, 14] in superannuation rights ; [Derkley, 
above, n. 12, 742] in insurance benefits; [A. Anderson, "Landmark Discrimination 
Case - Gay Family Wins Right to Family Health Insurance", (1995) 6 HIV/AIDS 
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Legal Link, No. 3, 18] and in industrial cases concerned with family leave 
entitlements. [M. Alexander, "Success in the Family Leave Case" (1994)5 HIV/ 
AIDS Legal Link, No. 1, 3. The case referred to is a decision of the Australian 
Industrial Relations Commission in the Family Leave Test case. The principle 
has been accepted in State Industrial Commissions. See note (1995) 6 HIV/ 
AIDS Legal Link, No. 2, 4(NSW Industrial Relations Commission] All of these, 
and doubtless many other, cases call forth understanding by the judge of the 
high passions which tend to be engendered by the element of HIV/AIDS. In 
such cases especially, judges need to ground all decisions upon sound data 
resting on the evidence - not on prejudice, stereotypes, myths or pre-judgment. 


Many cases are now coming before the courts concerning claims for 
negligence. The cases may involve an accusation that a medical practitioner 
did not test the patient for his or her HIV status ; did not inform the patient's 
partner of a positive HIV test of a patient, so as to warm him or her of the risk 
of infection ; [See reference (1995) 6 HIV/AIDS Legal Link, No. 3, 5] and the 
failure to advise against the risks of exposure to accidental infection. [See eg. 
Johnson v. West Virginia University Hospitals Inc 6 ALR 5th (1991) (CAW Va)] 
The cases are virtually infinite in their variety. Whilst it is unlikely that some 
of the more esoteric cases will come before courts in many countries of the 
Asia/Pacific region, claims in negligence provide the vehicle for assertions that 
medical practitioners, other health workers, public authorities, and the like, 
have not acted with due care. Where a person has become HIV-infected, it is 
natural that he or she should look to others who are felt even partly to blame 
to provide financial protection during life, and protection for dependants 
thereafter. 


Some of the most difficult decisions arise in the area of family law. Cases 
have been decided whereby access to a child was denied to a father found to be 
HIV-positive. [In the marriage of B & C (1989) FLC92, 043 (Family Ct of Aust.)] 
The basis of the decision, however, was not any real risk to the child, but that 
it was "not unreasonable" for the child's mother to have concerns without the 
risk of infection from fatherly social contact. This was an irrational fear, and 
the judge should not have given effect to it. A better approach was suggested in 
another case, where a wise judge held that it was a more appropriate response 
to the risk of stigmatisation to bring the child up in a way that assists him or 
her in coping with it, and not to shield the child from reality altogether. [Jammen 
v. Lloyd (1982)8 Fam LR 878 (Family Ct. of Aust)] 


The call to the proper judicial function in all of the cases which I have 
mentioned, and doubtless many others, is to rest the decision, as all good judges 
do, upon sound evidence. In so far as the judge may take judicial notice, he or 
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she must inform the decision about the real nature of HIV/AIDS, so that prejudice 
is replaced by knowledge; and stereotyping by the judicial commitment to equal 
justice under the law. 


COLLEAGUES 


It is inevitable that as HIV/AIDS penetrates more societies and every 
branch of society, the judiciary will become aware of colleagues who are living 
with HIV/AIDS, either in the judiciary, or in the legal profession. Because the 
judiciary is still generally made up, in most countries, of middle aged elderly 
males, the modes of transmission of the virus may be less likely to have 
consequences affecting judges, than other groups in society. But this is not 
necessarily so. These suppositions sometimes collapse in the face of reality. 


I myself have known a number of legal practitioners who have been infected 
with HIV. In Sydney I have sat at the hospital bedside of one, a fine attorney, 
born in New Zealand, who acquired the virus in a time that he worked in New 
York in the early days of the epidemic. He was an outstanding lawyer. He told 
me how he was determined to "beat the virus". He did not. But it is important 
that jurists should reach out to their colleagues facing this predicament. They 
should ensure that they are received without discrimination, but with support, 
where that is appropriate, and accommodation where it is necessary. Bar 
Associations, in Australi, and doubtless elsewhere, have provided special 
assistance to members of the legal profession who cannot continue in their 
professional work because of HIV/AIDS. Judges, as leaders of the profession, 
must not forget their duties of professional comradeship and support where 
colleagues are affected. This means not just other judges, but advocates, court 
staff, police and bailiffs, their families and friends. 


COMMUNITY 


Finally, judges are members of their communities. They must give a lead 
to community discussion of HIV/AIDS, its causes, and the behavioural 
modifications that are necessary to arrest the apread of the epidemic. 


Judges cannot be interested in everything. But many of the features of 
HIV/AIDS are relevant to the professional duties of judges. Typically, laws 
stigmatise, and sometimes criminalise conduct which is relevant, eg. the sexual 
activities outside marriage; prostitution; homosexual activities; and injecting 
drug use. It is therefore the duty of judicial officers to reflect upon the 
effectiveness of current laws, in so far as they are relevant to the epidemic. 
Where law has become part of the problem, judicial officers (being better 
informed and usually more powerful) have a responsibility to add their voices 
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to the discussion of law reform. In default of a cure for, or vaccine against, 
HIV/AIDS, the only weapon in society's armoury is behaviour modification. 
Alas, it is the lesson which judges can tell society that strong criminal 
sanctionsare only of limited use in securing and reinforcing behaviour 
modification in such basic activities as sex and drug use. 


This is why, in many countries, the advent of HIV/AIDS has led to a rare, 
and long delayed, re-examination of rules of law long established. Although the 
law in most countries no longer punishes (as once it did) adultery, as a criminal 
offence, legal vestiges from the same time intrude upon other consensual adult 
conduct of citizens. Because judges are the instruments of enforcing such laws, 
their moral sense is bound to be enlivened by what they are required by the 
law to do. This gives them both the motivation and the legitimacy to add their 
opinions to the suggestions of reform. 


It is surely no coincidence that, since the advent of HIV/AIDS, very 
significant pressure have built up, particularly in developed countries, for re- 
examination of laws concerning sex and drug use. In several parts of Australia, 
including my own State, New South Wales, prostitution (paid sex work) and 
the running of brothels has been decriminalised so far as it affects adult 
consensual conduct. [Disorderly Houses (Amendment) Act 1985 (NSW). Similar 
moves have occurred in other States of Australia. But the reforms are uneven. 
In many countries, people are asking what business it is of the law to intervene 
in such matters, save to prevent oppression, and to protect minors. The AIDS 
paradox teaches that criminalisation and stigmatisation make it more difficult 
to reach the minds of those affected. The first step on the path to effective 
behaviour modification will often be decriminalisation, and the provision of 
educational messages. It is in this sense that informed judges can contribute to 
AIDS prevention by participating in discussion of legal reform. 


The same message is relevant to the re-evaluation of laws on homosexual 
conduct and drug use. [As to Canada, see Canadian HIV/AIDS Policy and Law 
Newsletter, Jan 1995, 12] In Australia, leading judges have begun to contribute 
to public discussion about the problems of homophobia, and the causes of 
injustice to fellow citizens by reason of their sexual orientation. Although HIV/ 
AIDS is a human virus, and not limited to any sub-group, its early unequal 
impact upon homosexuals in Western countries has directed a lot of attention 
to the alienation of this group of the community, and the need to redress the 
unequal laws and policies which drive its members into a dangerous ghetto 
where HIV/AIDS dwells. [See eg. The comments of Nicholson CJ, Family Court 
of Australia (1994)5 HIV/AIDS Legal Link, No. 4, 138 about same sex 
relationships. It may not be wholly coincidental that there is a challenge before 
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the Delhi High court concerning the constitutionality of s. 377 of the Indian 
Penal Code punishing homosexual crimes. A recent decision of the Constitutional 
Court of South Africa unanimously ruled that equivalent colonial relics in South 
African statute law were unconstitutional when measured against the 
constitution of the new South Africa. 


In a number of parts of Australia, the advent of the AIDS epidemic has 
promoted a debate on euthanasia. In two jurisdictions (the Australian Capital 
Territory and the Northern Territory) [See B. Delahunty, "ACT Approved 
Passive Euthanasia", (1994)5 HIV/AIDS Legal Link, No. 4, 10 (Medical Treatment 
Act 1994 Act) ; P Leach and S McLean, "Euthanasia Law passed in the Northern 
Territory", (1995) 6 HIV/AIDS Legal Link, No. 2, 1. The Northern Territory 
Law was overriden by an Act of the Australian Federal Parliament.] the criminal 
law was modified to permit assistance to aid peaceful death under given 
conditions. A significant part of the momentum towards law reform in this 
area has been the predicament of young people dying prematurely by reason of 
HIV/AIDS. In this connection, the judicial function remains : of protecting the 
vulnerable and defending their human dignity against well-meaning, or 
avaricious, family and friends. 


CONCLUSIONS 


The judiciary has an important role to play in the response to the HIV/ 
AIDS epidemic. It should be aware of the causes of HIV/AIDS, and familiar 
with the body of law that is growing up as a consequence of its unexpected 
advent. It should ensure justice and equality in every courtroom, and be alert 
to the differential way general laws fall upon those who are living with HIV/ 
AIDS, their families and dependants. Because judges have choices in deciding 
cases, where their decisions are relevant to HIV/AIDS, they should rest them 
upon sound data. They should expel from their minds the stereotypes, the 
myths and the prejudice. This does not, of course, mean automatically deciding 
the case in favour of the person living with HIV/AIDS. The law must be observed 
and judges must remain professional and neutral in the performance of their 
tasks. But it does mean that the judges should be generally aware of the features 
of HIV/AIDS and approach legal and factional problems without the blinkers of 
prejudice or ignorance. The judiciary should be particularly alert to colleagues 
in the court process who suffer because of the epidemic. To the best of their 
ability, they should reach out with help and understanding. And as leaders of 
the community, they should contribute to the discussion of law reform which 
the HIV/AIDS epidemic demonstrates to be needed. 
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Weare only at the beginning of this unpredicted challenge to our species. 
The Asia/Pacific region, which hoped for economic growth in the decades ahead, 
faces both economic and individual challenges unless behaviour can be modified 
and the spread of HIV contained. Harsh laws will not achieve these objectives, 
as any judge can tell. Instead, sensible policies, redress for discrimination and 
suitable law reform - as well as unyielding honesty - will be the chief weapons 
against the spread of HIV/AIDS. 


Judges, as leaders and teachers, must play their part in responding to 
AIDS. [See generally D.C. Jayasuriya (ed.) HIV Law and Law Reform - Asia 
and the Pacific, UNDP, New Delhi, 1995. 
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PART VII 
HIV/AIDS AND LOCAL INITIATIVES 


14. HIV/AIDS PREVENTION AND 
MANAGEMENT IN KARNATAKA 


THE WAY FORWARD* 


The first case of AIDS was detected in Karnataka in 1988. The crippling 
effect of ignorance, prejudice and discrimination has made the fight against 
this seemingly uncontrollable epidemic even more complex. The fatal nature 
of AIDS, the stigma attached to it, its association with condemned behaviour, 
has produced a devastating and cruel scenario. HIV/AIDS was until recently 
assumed to be confined to urban centres and certain high-risk groups. The 
situation has changed very rapidly, necessitating a more radical and broad 
based approach with a holistic set of multi-sectoral interventions, and including 
efforts from all sections of society - government, NGO groups, private sector 
and all concerned citizens. This paper seeks to address all the key issues 
involved in arresting the spread of the virus. The paper is divided into six 
major section: 


I An overview and a critical assessment; 

If Moving from targeted to generalized interventions; 
Il Awareness and preventive interventions; 

IV Care and support; 

V_ Ethical, social and legal issues; 

VI Programme management; and, 


VII Key action points. 
I- AN OVERVIEW AND A CRITICAL ASSESSMENT 
Background: A Situation Analysis 


Karnataka has a total area of 1.92 lakh sq. kms. with an estimated 
population of 52 million (45 million as per the 1991 Census). The state is the 
eighth largest in the country in terms of both area and population. It is almost 


* HIV/AIDS Prevention and Management in Karnataka THE WAY FORWARD September, 
2000; Karnataka State AIDS Prevention Society (R) Bangalore; This is a Draft Document for 
discussion prepared by a Special Task Force set up by the Government. The Task Force 
comprises the following Members; Shri. Sanjay Kaul, Dr. D. Thimmaiah, Dr. Latha J aganathan, 
Ms. Sanghamitra Iyengar, Dr. V. Ravi, Mr. Ashok Rau, Dr. Chandrashekar Naik; The Task 


eee received valuable inputs from Mr. A. Sengupta,Principal Secretary, Health & Family 
elfare. 
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as large in size and population as the United Kingdom and has wide regional 
disparities. The density of the population in the state is 235 per sq. kms. The 
sex ratio is 960 females for 1000 males. The state’s population is distributed in 
27 districts. The crude Birth Rate is 22 and the Crude Death Rate is 7.9, which 
are well below the National average. The state has 2624 health institutions, 
including 1676 primary health centres (PHCs). In addition there are a number 
of private nursing homes and hospitals. 


AIDS prevention and control activities were initiated in the State under 
the Technical Guidance of Indian Council of Medical Research in 1987 and one 
AIDS Surveillance Centre, was established at the Bangalore Medical College. 
The first HIV Sero-positive individual was detected in the State during 1988 
and the first AIDS Case was also reported during the same year. Subsequently 
with financial assistance of Government of India during 1989-94, Blood Safety 
Programme was commenced and action initiated for strengthening and 
modernization of Blood banking system in the State. From then onwards HIV 
sero-positive cases and AIDS cases are being reported every year. 


The State AIDS Cell was established in the Directorate of Health and 
Family Welfare Services in 1992. The World Bank assisted Phase-I project 
was implemented with support from the National AIDS Control Organisation, 
Government of India (NACO) for the period from 1992 to 1998. No bilateral 
agency is providing financial assistance to the Government of Karnataka for 
the AIDS control programme at present. 


Phase I of the National AIDS control programme (NACP): A 
brief assessment 


1. Blood Safety; Blood Safety was accorded top priority by Karnataka and 10 
(ten) Zonal Blood Testing Centres have been established in the State during 
Phase 1. 51 Blood Banks, which include 37 in the Government Sector and 
14 in the Private Sector, have been modernized. 


2. Surveillance: At present sentinel surveillance is being carried out at seven 
STD clinics and one ante natal clinic across the State. In addition, five new 
Sentinel sites have been approved by NACO recently and surveillance will 
commence at these sites soon. 


3. NGO activities : The State has been fortunate to be endowed with highly 
committed NGOs who have initiated and carried out excellent work in 
various spheres of HIV/AIDS, some of which has been trendsetters for the 
entire country. A glimpse of some interventions is given below. 
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(i) Intervention among commercial sex workers (CSW) of Bangalore. An 
NGO form Bangalore has made significant progress in understanding 
the dynamics of commercial sex work, initiating and continuing various 
HIV prevention programmes for sex workers since 1993. Similar work 
is being done by another NGO in Belgaum District. 


(ii) Care and Support: Three NGOs in Bangalore have established excellent 
liaison with major government and private hospitals in the city resulting 
in the provision of high quality care and support to PLWHAs. 


(iii) Well Woman Clinic. A Well Woman Clinic has been established by an 
NGO. This clinic caters to the reproductive health needs of women 
and focuses on early detection and management of RTIs and STIs. 
This is supplemented by counseling services. 


(iv) AIDS Forum Karnataka: NGOs, doctors from major hospitals caring 
for PLWHAs and the State AIDS Society have together recently 
constituted an informal forum called “AIDS Forum Karnataka” (AFK) 
to facilitate monitoring of intervention activities. 


(v) KNP+: The Karnataka Net Work for People Living with HIV/AIDS 
(KNP+) was registered during September 1998 and is actively involved 
advocacy of PLWHA needs. 


(vi) Truckers Programme: NGOs in Bangalore initiated awareness and 
prevention programme for truckers and their helpers at Bangalore 
and Mangalore. 


4. Strengthening of STD Clinics: STD clinics across the State in various districts 
have been strengthened by providing drugs, better facilities for diagnosis 
as well as training of STD specialists and para-medical staff in HIV/AIDS 
diagnosis, management and counseling. 


5. IEC activities: Various IEC activities have been undertaken during Phase I 
in the State. These were undertaken by the State AIDS Cell as well as by 
NGOs. These activities include TV spots and radio jingles, World AIDS day 
and Voluntary Blood Donation Day celebrations, Street Plays in regional 
languages, Folk Media programmes in schools, colleges and sensitization 
workshops conducted for elected representatives and Zilla Panchayat 
members at the district level. An NGO in Bangalore has set up an 
Information Hotline. 


6. Training activities: Training has been carried out on a regular basis for 
various sectors including District Health & Family welfare officers and 
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District Surgeons, faculty members of Government and Private Medical 
Colleges, STD specialists, Medical Officers of STD clinics and paramedical 
staff of all district levels STD clinics, faculty members of Health and Family 
Welfare Training Centres, Health care providers and NGOs, Hospital 
administrators, Zilla Panchayat members, Dental surgeons, ESI Doctors, 
school teachers, truck drivers etc. 


State AIDS Control Society - the second in the country: The State has set 
up the Karnataka State AIDS Prevention Society (KSAPS) in 1997, the 


first to do so after Tamilnadu. 


Lessons learnt from Phase I of NACP 


Several lessons learnt by the end of Phase I. These are broadly grouped 


under the following heads - IEC, surveillance and clinical management, 
PLWHAs, blood safety, programme management and inter-sectoral 
collaboration. 


IEC: Despite efforts made in creating awareness both by the State AIDS 
cell as well as the NGO as working in the field, awareness levels have 
remained poor among the various groups. 


Surveillance and Clinical Management: Karnataka has initiated and is 
successfully carrying out Sentinel surveillance since 1994. Yet there is a 
need to expand and strengthen the Surveillance system. HIV testing for 
voluntary and diagnostic purposes also needs to be expanded since the 
present three centres are inadequate for a large State. 


People Living with HIV/AIDS (PLWHAs): While clinical care and counseling 
is being provided for PLWHAs at some centres in the State, there is an 


urgent need to expand these facilities due to the rapid spread of HIV during 
the last two to three years resulting in increasing number of symptomatic 
persons requiring care. These services must be easily accessible to all 
PLWHAs. PLWHAs need to be involved in various activities and decision- 
making bodies within the State including providing membership in KSAPS 
(the State AIDS Society). Such a move would serve to empower the 
PLWHAs. 


Blood Safety: A number of issues pertaining to Blood Safety have already 
been covered during Phase 1. Yet two issues could not be given sufficient 
attention during this phase: 


(i) the performance of the various blood banks strengthened during Phase 
1 could not be monitored and evaluated; 
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(ii) Sufficient emphasis was not placed on the rational use of blood and the 
use of quality control in Blood Banks. 


e Programme management: The lacunae notice in programme 
implementation were: 


(i) lack of an AIDS Control Society (until the end of 1997); 
(ii) delays in release of funds; 
(iii) lack of adequate Staff in the State AIDS Cell; 


(iv) delay in supply and procurement of appropriate training materials and 
modules resulted in a lot of hardship for the various training programmes 
as well as IEC activities; 


(v) lack of advocacy within the major Government sectors. 


e Intersectoral Co-ordination: This was one area, which was not paid much 
attention to during Phase 1 due to various administrative and human 
resource constraints. As a result, Government departments perceived HIV/ 
AIDS as a special problem to be dealt with by the Department of Health 
and not as a developmental issue. There was also lack of co-ordination 
with NGOs working in the field. 


Phase II OF National AIDS Control Programme: current status 


During December 1999 the Phase -II AIDS Control Project was officially 
launched by NACO for a period of five years from 1999 to 2004. The World 
Bank assists the Project. 


Aims of Phase II AIDS Control Project 
(i) Reduce the spread of HIV infection in Karnataka State; and, 


(ii) Strengthen Karnataka’s capacity tor respond to HIV/AIDS on long-term 
basis. 


Project objectives 
¢ To keep HIV prevalence rate below 3% in the adult population in Karnataka. 
e To reduce blood borne transmission of HIV to less than 1%. 


e To attain awareness level of not less than 90% among the youth and others 
in the reproductive age group; and, 
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e To achieve condom use of not less than 90% among high risk behaviour 
groups. 


Programme components 


Sl. | Component Description 

No. 

1 Component - I Targeted Intervention, STD/ 
RTI Services including 
& Condom Promotion 


Component - II IEC, Blood Safety & VTC 
Component- III Institutional Strengthening 


4 Component- IV Low Cost Care & Capacity 
Building 

5 Component - V Intersectoral Collaboration including 
AIDS Education in Schools. 


Component - I 

Targeted Interventions: 18 programmes of 14 NGOs have been supported 
so far with sanctions totaling Rs. 37 lakhs. These include interventions among 
commercial sex workers, truckers, awareness among high-risk groups, etc. 


Sexually Transmitted Disease Control Programme: The service care at 
the existing 35 STD Clinics attached to Major Hospitals and District Hospitals 
and Block Level Hospitals is being strengthened by way of supply of equipment, 
drugs and laboratory consumables. Passive Surveillance for STDs is being 
carried out at these clinics on a regular basis. The latest report relating to 
STIs may be seen at Table 6 at the end of this paper. 


Sentinel Surveillance: Sentinel Surveillance activities were taken up in 
Fourteen (14) HIV Sentinel Sites from 1% August to 31 October 1999 as per 
the approved protocol of National AIDS Control Organization. The HIV Sentinel 
Surveillance reports are enclosed for reference. The report of the sentinel 
surveillance is appended to this paper as Table 5. This year’s sentinel 
surveillance activities have commenced from 1*. August 2000 and will continue 
till 31** October, 2000. 


Family Health Awareness Campaign: The Family Health Awareness 
Campaign was observed from 1* to 15 December 1999 in 14 districts and in all 


TILEM 


248 Stakeholders Consultation 


the 27 districts from 1st-15th July 2000 as per NACO guidelines. RTIY/STI 
treatment camps were conducted at PHCs and hospitals. 


Component ITI 


Voluntary Testing centres: Three (3) Voluntary Blood Testing Centres 
started during Phase I of the National AIDS Control Programme are functioning 
smoothly. During Phase II, five additional Voluntary Blood Testing centres 
were established during 1998-99. While 2 of these have become functional the 
remaining 3 have yet to start for want of ELISA equipments. 


Blood Safety Programme: Ten Zonal Blood Testing Centres were 
established in Phase I of NACP. Several Blood Banks across the state of 
Karnataka including Government, Private and Voluntary Blood Banks are linked 
to these Zonal Blood Testing Centres for screening for HIV. One Blood 
Component Separation Facility was also established during 1994-95 at Kidwai 
Memorial Inst. of Oncology Bangalore. In addition, a total of 52 Blood Banks 
are being modernized. 


Information, Education and Communication: Information, Education and 
Communication activities have been intensified during Phase II of the National 
AIDS Control Programme. Television Spots have been developed and being 
telecast/broadcast through TV and All India Radio (AIR). Printed materials 
like, folders, posters, pamphlets have also been developed and distributed. Audio 
Cassettes with songs and drams on prevention of AIDS have also been 
distributed. Hoardings installation in Major cities and towns was taken-up and 
street plays conducted. 35 mm films and 16 mm films “Nirdhara” and 
“Belagaguva Tanaka” have been produced and advertised through cinema 
theaters and Information & Publicity Department and Field Publicity 
Departments. Video Cassettes have been supplied to District Health & FW 
Officers, NGO’s. Video Cassettes with speech on AIDS Control by Hon’ble Prime 
Minister has also been distributed to the Districts for awareness creation 
activities. 


AIDS awareness campaign through CC TV at Bus stands, Railway station 
is taken up. Street play and magic shows on AIDS prevention is performed in 
rural areas, High school & Colleges. The highlight of the IEC campaign has 
been the development of a video containing prevention messages from religious 
leaders, Dharmaguru’s & Cine actors on AIDS prevention is produced & 
telecasted through Doordarshan & Udaya TV channels. Telephone Counseling 
is established by utilizing non-metered four-digit code No. 1097 with the 
involvement of an NGO. Hoarding with messages on AIDS control and controls 
are installed in public places in Bangalore city and in major cities, district 
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headquarters and taluka headquarters. Publicity has also been taken up through 
KSRTC buses with tin plates/bill boards in the State. Condom boxes with 
messages on safe sex practices were procured and installed at all hospitals, 
primary health centres, and primary health units for condom promotion 
activities. 


Component III 


Training programme: Training programmes are being organized for Medical 
Officers paramedical staff on a continuous basis every year. The following 
category of staff trained during 1999-2000 is shown at Table 2 (1). 


Components IV and V 


Low cost care has been taken up as a centrally funded component of the 
programme directly by NACO, which has funded NGOs directly. In respect of 
inter-sectoral collaboration only a limited number of activities have been initiated 
in the state so far. 


Difficulties encountered in Phase II: 


The Project Implementation Plan (PIP) formulated for the state in 1998- 
99 was founded on a reasonably well thought out strategy by a number of 
experts drawn form amongst medical professionals, NGOs & voluntary agencies, 
and the staff of the State AIDS Society. However, during the past one and a 
half years the scenario has changed rapidly. The pace of progression of the 
HIV epidemic has varied form district to district within the state (please see 
fig. 4.) 


Other obstacles identified are: 


(i) HIV/AIDS control has been perceived as a stand-alone vertical program of 
the Society and not viewed as a program of the Health and Family Welfare 
department. 


Gi) Lack of integration with two important allied programmes, viz. RNTCP 
and RCH. 


(iii) Non-availability of NGOs/Professional agencies in the HIV/AIDS area in 
the various districts. This has hampered the needs assessment of the various 
districts. 


(iv) Lack of capacity building among the few NGOs available at the district 
level. 
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(vy) Lack of capacity building within KSAPS and inadequate efforts to build 
partnerships with NGOs. 


(vi) Inadequate appreciation of the efforts required to “upscale” programme 
implementation at various levels, and inability to adjust and be flexible to 
meet the fast changing scenario. 


Consequently, there is an urgent need to reassess the existing 
implementation capacity as well as incorporate modifications in the strategy to 
take into account the new realities. 


II- MOVING FROM TARGETED TO GENERALISED 
INTERVENTIONS 


CURRENT SITUATION OF HIV/AIDS IN KARNATAKA 


Serosurveillance for HIV infection was initiated in the state in 1987 as 
part of the ICMR surveillance programme. From 1992 the State AIDS cell has 
been carrying out serosurveillance for HIV infection at three centres Viz. 
Victoria Hospital, NIMHANS and Kasturba Medical College, Manipal. Until 
the end of July 2000 a total of 4,27,098 samples were tested for HIV and amongst 
these 7.051 were found to be HIV positive. This gives a cumulative seropositive 
rate of 1.65% (16.5 per thousand samples tested). However it must be noted 
that cumulative seropositivity rates can be highly misleading. 


Therefore, the annual increase in HIV infection as determined by 
serosurveillance has been analysed from 1993 to July 2000 and presented in 
Figure 1 and Table 1 appended at the end of this report. As can be observed 
from Figure 1 the seropositivity of HIV infection was 0.37% (3.7 per 1000 samples 
tested). Since 1994 there has been a dramatic increase in HIV infection - 1.7% 
in 1994 (17 per thousand), 3.7% in 1995 (37 per thousand), 7.9% in 1996 (79 per 
thousand), 5.5% in 1997 (55 per thousand), 6.4% in 1998 (64 per thousand) 7.9% 
in 1999 (79 per thousand) and 9.4 in 2000(upto July). 


The number of AIDS cases reported during the past seven years has also 
been steadily increasing in parallel with HIV infection. It must be emphasized 
that the actual number of HIV and AIDS cases is likely to be much higher in 
the state since all cases reported in Govt. and private sectors do not get reported 
to the State AIDS Society. The age and sex distribution of HIV seropositive is 
presented in Table 2 appended to this report. The geographic distribution of 
cases within the state has not been uniform among he various districts. 
Available serosurveillance reports based on the geographic location of HIV 


seropositive individuals are presented in Table 3 and Figure 2 appended this 
report. 
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As can be observed form the Table 3 and Figure 2 it is evident that six 
districts viz. Bangalore (Urban), Mangalore, Udipi, Dharwad, Bellary and Mandya 
contribute to 73.3% of HIV positive cases in the state. This information is vital 
for planning future strategy of AIDS prevention and control in the state of 
Karnataka. Strategies will have to take into account these differences in 
prevalence across various parts of the state. 


Estimates suggest that the number of HIV infections in the state may be 
upwards of 0.15 million. It has become clear that the phase of targeted 
interventions is over and Karnataka has to move rapidly into interventions for 
the general population. 


INTERVENTIONS FOR THE GENERALISED PHASE 


The above section clearly points to the fact that the process of 
generalization in Karnataka has already begun. Mid course review of strategy 
is now necessary to take into consideration the interventions required in the 
generalized phased. While generalization needs a host of intensified and new 
actions, a great deal of work from the earlier stages needs to continue. 


Yet, the level of saturation necessary in each area of coverage has not 
been addressed so far. Although some action has taken place, the lack of 
planning for linkages has prevented the optimization of these interventions. 
The compartmentalized nature of these interventions has fragmented the efforts. 
This could be within the health department itself (eg. Health education in RCH 
and HIV/AIDS) or between the health department and NGOs (Family Health 
awareness campaign and the use of NGOs for STI/RTI/HIV/AIDS awareness/ 
education in conjunction with it) or between different NGOs. (Collaboration 
for sex worker/ trucker interventions). 


The various efforts have to now be woven into a larger intervention plan, 
with very clear linkages (an awareness programme in an area should be backed 
up with good IEC material, condom promotion and supply, training of all PHC, 
district level doctors in that area RTI/STI and management of opportunistic 
infections). There needs to be a channel of communication to all the stakeholders 
about these activities. 


The necessity of multi-pronged and multi-layered intervention in the field 
of awareness generation, targeted interventions with vulnerable groups, 
involvement of PLWHA groups, reduction of stigma and increased access to 
STI/RTI services as well as counseling, care and support services needs to be 
built in form the planning stage right through into monitoring and evaluation. 
While all these interventions need to be intensive and concurrent in any 
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geographical population, the work also needs to be with communities rather 
than individuals. 


The experiences coming in from NGO experiences across India clearly 
indicate that there are multiple factors contributing to vulnerability that are 
structural, situational, occupational as well as behavioural. Prevention efforts, 
therefore, need to address all of them. A cluster of vulnerability factors will 
have to be considered in the situational analysis that will determine the phasing 
in of varying levels of interventions in different parts of Karnataka. 


For various reasons the interventions in Karnataka both at state as well 
as NGO level have been inadequate so far for even a low risk phase of the 
epidemic. The move into the generalized phase needs an “upscaling” and 
acceleration of great proportions if we are to achieve the objectives of Phase II. 
The focus will have to be firmly on decentralization to ensure swift and efficient 
flow of resources. This will have to be preceded by active capacity building of 
district level of personnel and building the capacity of other players to absorb 
greater inputs and funding. 


KEY STRATEGIES 
Establishing Vulnerability distribution and defining need 


In the absence of existing large scale needs assessment studies, 
interventions would have to start on certain parameters drawn from existing 
surveillance data and experiences elsewhere. A knowledge / research base can 
be built up for subsequent action. 


The vulnerability distribution will change in a generalized epidemic. While 
the targeted interventions of the earlier phase with highly vulnerable 
populations like sex workers and truckers will continue, the emphasis will 
shift to other vulnerable groups like women, youth and migrant workers. 


The interventions here will need to hgo beyond behaviour change 
communication and back up services to look at structural contributory factors 
like gender, poverty, culture, migration etc. These will need to be addressed 
more holistically and would need interventions on a geographical basis. The 
need will have been defined by identifying key aggravating and risk factors by 
region to define vulnerability rather than just occupational groups. 


Defining Key Players for Implementation 


Upscaling and acceleration requires a paradigm shift from seeing HIV 
prevention as a KSAPS responsibility alone to seeing KSAPS as a prime mover. 
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The responsibility will have to shift from NGO partnerships alone to a series of 
collaborative efforts across the state and in fact across states as well. 


HIV prevention not a vertical programme 


By being a vertical programme, HIV/AIDS loses the larger base of 
infrastructure as well as the connection with other health and developmental 
issues (reproductive health or sexual health or TB or male responsibility). HIV/ 
AIDS prevention and care still needs to be looked at within the larger context 
of health. It needs to be firmly put on the mainstream public health agenda of 
the state. This will immediately open up large infrastructures as well as put 
HIV prevention. In the area of sexual and reproductive health, which is in any 
case part of the RCH mandate. 


Use of Family Health Awareness Campaigns has proved quite successful 
in Karnataka and this opens up quite a large window. The existing delivery 
structures, comprising 8143 sub-centres, the large network of 1676 PHCs, the 
CHCs and taluka level hospitals, etc. need to include HIV prevention for their 
own effectiveness. As prevention in HIV depends on an ultimate behaviour 
change, the critical requirement is a sustainable long-term effort, which is 
possible only through related mainstream health programmes. Available 
manpower needs to be better utilized; e.g. there could be a case of making use 
of leprosy workers for HIV/AIDS management and prevention activities. 


In fact, the different aspects of HIV prevention work need to be taken up 
in their natural context. Sex and reproductive health education need to be 
seen as educational components in schools rather than as preventive action in 
health for it to be truly sustainable as learning. Similarly, the Women and 
Child Development department needs to look at the sexual and reproductive 
health education needs of its constituents like it looks at their other needs. 
Sexual and reproductive health need to be included as developmental, rather 

than illness components for action. 


The industry has been looking at workplace interventions in a very 
sporadic way. The ministries of labour/industry and commerce will also need 
to look at interventions as key strategic planning components from the point 
of view of both labour welfare as well as economic productivity. 


Involvement of Non-Governmental organisations: Layered skill/ 
specialization 


The lack of enough experienced NGOs to provide the absorptive capacity 
for large-scale interventions can be resolved by using different experiences 
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from NGOs to meet the intervention requirements. If we start with a broad 
base of awareness and go on to targeted intervention and then to training, 
counseling care and support activities and thence to policy advocacy and strategy 
planning, the state may well find the needs met within Karnataka. 


4, Policy/Strategic Planning 

3. Training, Counseling, Care and Support 
2. Targeted Interventions 

1. Awareness 


1. Awareness: At the broad-base, the capacity needed is the ability to 
communicate and the infrastructure to communicate with. The players 
here could be all agencies involved in mass contact programmes. It would 
include media, health education department, health department staff at 
the level of ANMs and MHWs, anganwadi teachers etc. For NGOs and 
CBOs, what is required would be experience in working with people, culture 
specific communication skills, existing people’s organisations/infrastructure 
established organisational credibility and implementation capacity in other 
sectors. 


2. Targeted interventions: In addition to the above, experience in working 
with HIV / or related issues, established sensitivity to HIV issues or 
membership in the target population or some experience with the target 
population would be needed. 


3. Counseling, care and Support, PLWHA networks, training: In addition to 
some of the above, experience in health/mental health or experience in the 
health sector, experience in community health, some informal work as 
PLWHA networks, training capability and at least 2-3 years work in the 
HIV sector. 


4, Strategic Planning/Policy: KSAPS, Health department, PLWHA networks, 
NGOs associated with health, HIV/AIDS, Women’s issues for 5-10 years 
and other relevant groups and individuals could be involved. 


TILEM 


HIV/AIDS Prevention and Management in Karnataka 255 

Capacity Building 

Capacity building would have to be on three dimensions 
i) HIV/AIDS information/perspectives related 

This would cover various implementing groups including 
e health department staff 
e education dept staff 
e W&CD dept staff 
e YA & Sports staff 
e Developmental NGOs 
e Community-based organisations 
e Media 
e Industry etc. 
iit) Capacity Building for Upscaling 


This would include financial management programme planning, 
management, monitoring and evaluation. This would include KSAPS as well 
as larger implementing agencies. 


iui) Capacity building for training 


A trainer resource pool can be built up that includes academics, medical 
professionals, training or professional associations and NGOs with experience 
in various areas of HIV work. Use of various training organizations should be 
used as well as health department. In addition to specific training in HIV facts, 
management issues and perspectives, small multisectoral teams should be built 
up at district level to provide support to efforts in the field. 


Decentralisation 


Decentralisation to the district level is a distinct strategy for accelerating 
as well as for integrating. Some agreement on certain key action areas in 
prevention as well as care and Support may however be necessary. 


TILEM 


256 Stakeholders Consultation 


Collaborations 


Large multi sector collaborations will be needed for upscaling and increased 
coverage while maintaining quality assurance. Some immediate areas for 
collaboration could be: 


linter-state collaboration on migration 


This needs to be looked at seriously. SACs of relevant states, eg. 
Maharashtra AP and Tamilnadu and Karnataka and NGOs from these states 
need to have close collaboration. This would require migration mapping and 
evolving a uniformity of approach across states. This should draw upon work 
being done on cross border migration in Thailand and the north east. 


Media-Corporate Sector-NGO collaboration for media Plan and 
implementation: The media plan needs to be a five year plan sustained and 


supported by all the KSAPS supported awareness work with collaboration with 
professional media groups and the corporate sector. 


Research Collaborations 


Collaborations should be stablished between research institutes, private 
research agencies, NGOs and KSAPS to identify information needs for the 
next five years. While some research will continue to be empirical, specific 
research should be commissioned on securing the knowledge base for evidence- 
Obased planning. Action research should also be planned and instituted as 5- 
year prospective studies. 


Condom promotion has been the one single most effective intervention in 
HIV prevention the world over. Aggressive condom promotion should be taken 
up through a variety of strategies. The state should aim at increasing its market 
share from condoms from 6% to 20% of the national total in the next two years. 


Partnerships in condom promotion, male sexual health and women’s 
reproductive health 


Collaboration between different stakeholders in this is critical. The 
condom promotion collaboration in Tamilnadu, which was a collaboration 
between state managed APAC, marketing and market research consultants, 
condom manufactures and NGOs has proved to be a great success, raising the 
Tamilnadu’s market share of condoms from 14% to 31% of the national total. 


Collaboration with women’s movements and NGOs working with women’s health 
and other women’s issues 
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Involvement of women’s movements, especially women’s Health advocates 
need a collaborative approach which is multi-agency and multi-sectoral. 


Collaboration with multi-lateral Agencies 


Both Phases, viz., Phase I and Phase II, of Karnataka’s programme has 
been funded by World Bank through NACO. While this will continue to be the 
main funding source, there are many multi-lateral agencies that have a rich 
experience of collaboration with AIDS prevention strategies across the globe. 
Their expertise and reservoir of case studies of what has worked and what has 
not needs to be made use of to the maximum extent. The entire group of UN 
agencies, for example, can provide just the right support in areas of training, 
programme monitoring as well as advocacy. The state government needs to 
also explore complementary bilateral funding sources and look for collaboration 
with such agencies. This will require a more positive approach from NACO 
and Government of India. 


Ensuring blood-safety 


Ensuring availability of safe blood for all should be the responsibility of 
the government of Karnataka. While this is the mandate of the Department of 
Health & Family Welfare, some aspects of infrastructure and other support 
required have been taken up by KSAPS in Phase 1 & II. There are 100 licensed 
blood banks in Karnataka in the government and private sector and 10 zonal 
blood testing centres. 


Weaknesses- Problems with Existing facilities: 


1. There is no equitable distribution of blood bank services. Bangalore for 
instance has 40 blood banks, in many districts there is only one blood bank. 


2. The existing system is not able to cater to the needs at the periphery. In 
remote areas far away from existing licensed blood banks, emergency 
requirements at smallest hospitals and nursing homes are being met by 
drawing blood from the relatives and screening for Transfusion Transmitted 
Diseases by rapid tests. 


3. There is lack of awareness about optimal & rational use of blood by the 
medical community. A recent study1 revealed that as much as 72% of adult 
transfusions and 49% of child transfusions were inappropriate. Upto 50% of 
all blood collected was wasted as unnecessary, One-unit Transfusions. 


4. Many blood banks are too small in size in terms of the volume of blood 
collected & processed, to be economically viable. 
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Many private commercial blood banks continue to draw blood from paid 
donors, who come in the guise of ‘Replacement donors’. 


There is a shortage of adequately trained staff 


Not all centers meet required quality standards, including some of the 
ZBTCs. 


Recommendations for improving the blood banking and transfusion services in 
Karnataka: 


if 
2. 


A mapping of blood requirement vis-a-vis available facilities. 


The critical service of Screening for Transfusion Transmitted Diseases 
should be centralized and carried out only at the ZBTCs and in other 
identified accredited Blood Centers to ensure quality in testing as well as 
to ensure economic viability. The screening should include, apart from 
HIV, Hepatitis B, & Hepatitis C, when this becomes mandatory. Otherwise 
ensuring blood safety will not be 100%. 


Blood Component separation Centers should be established at more centers 
in the State. The tested blood components can then be stored for issue at 
peripheral level hospitals. 


Increasing voluntary donation and retention of donors is important and 
should be supported by a network of NGOs like the Red Cross, Rotary, 
Youth groups etc. 


Increasing awareness about the thereby ensuring correct, rational and 
optimum use of blood should be taken up. 


Training & cadre development in the above areas should be instituted. 


Monitoring and continuous up-gradation of Quality aspects in the blood 
banks & ZBTCs should be carried out. An External Quality Assurance center 
should be established which will over see this. 


Ill - AWARENESS AND PREVENTIVE INTERVENTION 


The main aim of the group of awareness and preventive interventions in 


Karnataka is to prevent the spread of & reduce the incidence of STD & HIV / 
AIDS in the State. The specific objectives will be to: 


promote healthy behaviour (long term); 


link risk behaviour to STD & HIV/AIDS; and, 
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e promote risk reduction & behavior change. 


The overall strategy to achieve the above objective will be health 
communication and health promotion. Health communication seeks to influence 
the knowledge, attitudes, beliefs and behaviours of individuals and communities. 
Health Promotion goes beyond information dissemination to include a variety 
of proactive strategies addressing both individual & societal change. 


Who should be targeted? 


While the entire population requires to be targeted, targets need to be 
specifically grouped according to the needs of the group and therefore specific 
awareness and intervention strategies will require to be used for each group. 
Major groups to be targeted are: 


e Adolescents: Schools, colleges, school dropouts & children not in schools, 
and, street children; 


e Adults: Rural women & men, urban slums, and, industrial workers; 


e Political groups and opinion leaders: Elected members of Parliament, State 
assemblies, Zilla Panchayats; 


e Special groups: Migrants, CSW & clients, STD patients, PLWHAs, and 
pregnant women; 


e Other major groups: Other groups who need to be sensitized and whose 
support is essential include health care personnel, media, Government 
departments, police, lawyers, judiciary, and, NGOs. 


STRATEGIES FOR AWARENESS 


Strategies for building awareness can be looked at under the following six 
broad areas: 


1. Situational analysis & needs assessment of target groups, 
. Capacity building, 
. Specific Interventions, 


2 
3 
4. Collaboration with several governmental & non-governmental organizations, 
5. Advocacy, and, 

6 


. Supportive infrastructure: 
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1. Situational analysis & needs assessment of target groups. 


Situational analysis will require the following: 


Accurate epidemiological profile of the present and future extent of HIV 


and AIDS; 


Gender and age disagregated data on behavioral, demographic, taboos (due 
to cultural religious & caste factors) and other factors; 


Assessment of HIV prevention needs, priorities and interventions for specific 
populations 


Gaps in the existing services; 


Other factors that influence prevalence of HIV/AIDS diseases e.g., substance 
abuse, teenage pregnancy; and, 


Other programs and resources that focus on the same target audience; 
leaders from the client or target populations. 


Community needs assessment should have the following components: 
Systematic collection and analysis of data about the client population; 
Identify questions; 

How the information will be collected and from whom; 
Existing resources; 

Analysis of the data; 

Socioeconomic and demographic status; 

Current statistics and trends; 

Existing gaps in HIV/AIDS programs and services; and, 
Social indicators. 

Capacity building 


Capacity building will have to focus on IEC materials and training. 


Capacities will require to be built to take advantage of all forms of media - 
print, radio & TV programs, songs, jingles, TV spots, etc. Training and skills 
building will have to cover all health care personnel, trainers, teachers, 
counselors, NGOs volunteers, etc. Training should include: 
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e Basic health; 

e HIV, STD, and tuberculosis; 

e Substance use / abuse; 

¢ Sex & Sexuality, safe sex, family planning and contraception; 
e Sensitivity to persons living with HIV/AIDS and STDs; 


e Treatment and therapy, crisis interventions, care & support, grief and 
bereavement; 


e Confidentiality and privacy; 


e Community needs assessment skills and program planning and supervision; 
and, 


e Communication skills, street and community outreach. 
3. Specific interventions 


Specific interventions can include: 

e Individual level health education behavior change and risk reduction 
counseling; 

e Through peer groups; 

e Community level interventions for populations at risk; and, 


e Public information programs for the general public: 


While the above would not be not sufficient by themselves to bring about 
risk reduction & behavior change, they are essential for any HIV/AIDS 
prevention programs and are useful in giving information, supporting 
volunteerism and in reducing discrimination. 


4. Collaborations 


The Health and Family Welfare department’s health education and health 
promotion activities need to be fully integrated and a convergent strategy worked 
out. Another important collaboration is with the Education department. This 
is in the areas of curriculum and text books, school health education, as well as 
both pre-service and in-service training institutes (Bed, TCH, CTEs and DIETs). 


Other departments with which collaboration will have to be forged are 
Rural Development and Gram & zilla Panchayats, Social welfare, Labour, 
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Industries & Commerce, Agriculture, Police, Women & Child Development, 
local community & grass roots groups, Media - Print, AIR, TV. Ad. Agencies 
and communication agents, street theatre, puppets. And folk music groups, 
and with NGOs. 


Political advocacy at all levels is one of the most critical success factors in 
HIV/AIDS management. 


5. Advocacy 


Building political and community support is perhaps, one of the most 
crucial interventions. Within this, political advocacy is the most critical and 
this will have to be taken up at all levels - Cabinet Ministers, Member of 
Parliament, Members of Legislative Assemblies, as well as Zilla Panchayat 
and Grama Panchayat Members. This is particularly important given the 
sensitive nature of the subjects to be dealt with, cultural constraints etc. 


6. Supportive infrastructure 


Health Communication & Health promotion efforts should go hand-in- 
hand with condom promotion, STI & RTI diagnosis & treatment, voluntary 
testing & counseling, medical management (hospital based) as well as 
community based care and support. 


CRITICAL SUCCESS FACTORS 


Effective health education and risk prevention programme activities will 
require: 


¢ Statement of realistic, specific, measurable, and attainable program goals 
and objectives, 


e Clear identification of methods and activities to achieve specific goals and 
objectives, 


e Defining of staff roles, duties, and responsibilities’ 


e Defining the population by geographic, risk behaviour(s), gender, sexual 
orientation, religious and other parameters. 


e Ensuring that the educational materials and messages are relevant, 
culturally and language-and-age appropriate, 


e Ensuring training and professional development for staff, 
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e Having written procedures for referral, 
e Having an effective state-wide as well as local collaboration systems, and, 
e Assurintg confidentiality 


There should be an effective monitoring, evaluation and quality assurance 
system in place, which will look at, amongst other things, the cost-benefit ratio 
and feedback from persons served as well as the staff, and based on these 
necessary programme modifications will have to be continuously carried out. 


SPECIFIC PROGRAMMES 


Taking into account the fact of the “spill over” of the infection into the so- 
called “low risk” population of women and youth, the weaknesses in the 
implementation of the awareness programmes in Phases I and II are: 


e The programmes to reach the general population have not been effective; 
e The programme has not been integrated into the health sector; 
e The school health programme has not been effectively implemented. 


In the above context, specific programmes that address these gaps require to 
be implemented. 


I. MASS MEDIA CAMPAIGNS: USING A PROFESSIONAL 
AGENCY 


Given the limited capacities within the system and the wide scope of 
activities to be covered there is need to use a professional communications 
agency with experience in rural and social marketing to look at the total 
communications strategy and media campaign. This will require defining rigid 
terms of reference for a business partnership. The “brief” to the agencies 
should explain the requirements exactly. This should include: 


e Representative “Needs Assessment” studies of different populations, 

e Strategies to focus on rural masses as well as urban-slum populations, 

e Identification of key, focuses, simple messages, 

e Pre-testing in the target population, 

e Piloting the “Ratio listening Programme’ in a few villages/slums, 

e Take total responsibility to plan, help execute, monitor and evaluate the 


media campaign, 
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e Condom promotion & social marketing in collaboration with manufacturers 
(Tamil Nadu model), and, 


e Concurrent evaluation and cost v/s benefit studies. 


Who should be targeted and what should be the key messages? 


1. Target group: the individual; Key message: he can and should take 
responsibility for protection against STD, HIV/AIDS through the sexual 
route. 


Specific messages should be that: 

e STD, HIV/AIDS spreads by sexual contact; 

e For protection use condom (target: adult population); 

e For protection have sex with one partner only (target: adolescents) 


e Incase you have any of the following symptoms-consult doctor for treatment 
of STD (list common symptoms). 


2. Target group: the pregnant woman; Key message: she can and should take 
responsibility for protecting her unborn baby against HIV/AIDS. 


Specific messages should be that: 
e An HIV infected pregnant woman can transmit the infection to the fetus, 
e Contact your doctor/hospital for advice, 


(The individual cannot do much about protection against the parenteral 
route (Blood Transfusion, needle, syringes. This should be ensured by the Health 
Department, whose staff should be trained in all these aspects... Amass media 
campaign can do very little for this.) 


Il. “RADIO LISTENING CENTRE” 


A effective intervention can be an AIR programme on STDs & HIV/AIDS 
as part of a programme dealing with Health and Social issues. This should be 
linked with a radio listening center and a local NGO to promote “active” listening, 
discussions, and sending of feedback & questions from the participants to AIR. 
This will need the setting up of a NGO cell support to enable AIR to respond to 
the questions. It will also require supply of radio-cum-cassette recorders to 
tape programmes and/or supply of tapes. This can be similar to the radio 
listening centres promoted in Pakistan. Similar centres using TV sets can also 
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be tried out in view of the rapidity with which this medium is reaching rural 
areas. 


PAKISTAN’S RADIO LISTENING CENTRES 


In Pakistan radio listening centres were started because of the need to 
develop a project, which would, among other aims at: 


e Keeping a continuos link with rural women. Facilitating women’s 
organization through linkages and experience sharing; 


e Strengthen support structures such as local level NGO’s or CBQ’s 
(community based organizations) and support public representatives; 


e Develop linkages at the level where women could deal with the services 
and facilities provided for them by government and non-government 
institutions and organizations. 


Radio program on food production technologies for rural women; The 


primary medium of information transfer was the weekly, half-hour radio drama 
Mishal, which started broadcasting in November 1993. Its main character, a 
young woman Mishal, was the source of much of the information which was 
imparted, season by season. Radio was the chosen medium due to the very low 
literacy rate of rural women, and the fact that the listener could be involved in 
other activities at the same time. 


Radio Listening Centers (RLC’s) were established in villages with the 
help of local NGO’s CBOs line departments-in fact any organization which was 
willing to act as a local support structure. These Centers ensured “active” 
listening for a core group of women who would send feedback both about the 
program and further information needs. Each centre had a Supervisor, a literate 
woman acceptable in the community, who would gather the women to listen to 
the radio program and send their feedback to Aurat Foundation, each week. 
An answering service was established in Aurat Foundation’s Lahore office, to 
analyze the listeners’ queries obtained from the RLC’s to reinforce the messages 
contained in the drama episodes. The Supervisors of the Centers were provided 
cassette-recorders so that they could tape the weekly episodes and replay them 
to women who had not been able to hear the initial broadcast. This also helped 
in remembering the techniques mentioned in the story. They were paid a 
small honorarium to cover the stationery, postage and battery cell costs. 
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Ill. COMMUNITY BASED AWARENESS & INTERVENTIONS: 


This will require putting in place the following four elements. 


i) Strategy as part of Health Education/Promotion 


This should mean complete integration of STD / HIV/AIDS awareness 
with Health Education / promotion strategies of the Health & Family Welfare 
Department, using existing channels and programs currently in place in the 
department - rCH, ICDS, ISM&H etc. There is also need to strengthen the 
awareness and STD control elements of the Family Health Awareness 
Campaigns (FHAC) by increasing the frequency without decreasing its 
effectiveness. 


ii) Capacity Building 


KSAPS should take on the responsibility of training of the staff, supplying 
IEC material, and support with planning, held execute, monitor & evaluate 
the programs. 


iit) Supportive infrastructure 


KSAPS should therefore support the Health & Family Welfare Department 
with the infrastructure required including condom promotion, STI & RTI 
Diagnosis & Treatment; Voluntary testing & counseling & Medical management 
(Hospital based) as well as community based care & support for PLWHAs. 


iv) Training 


Training & skills building will include various groups - staff, health care 
personnel, trainers (including professional bodies like IMA, FOGSI.....), teachers, 
counselors, NGOs volunteers (including PLWHAs) and personnel of other 
departments such as teachers, anganwadi workers, etc. 


For training of health personnel use can be made of professional bodies 
like IMA, FOGSI, Pediatric Association, NGO’s not at present doing HIV/AIDS, 
Medical collages, and PLWHAs. 


IV SCHOOL HEALTH EDUCATION PROGRAMME 


The Education department should “own” this program. It should be 
integrated into the school curriculum. KSAP will have take responsibility of 
training of key trainers of the Education department who in-turn, will train 
teachers. Joint teams of health and education departments must oversee the 
implementation in schools. 
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A World Health Organization study revealed that contrary to popular 
belief, sex education programs decrease promiscuity and risk behavior among 
youth. Efforts to promote awareness must begin early (5/6th class) and cannot 
be done in isolation for example, in Biology in High Schools. The Health 
education program should cover amongst others, Puberty, Sex & Sexuality, 
Reproductive system, Reproductive Health, Reproductive Rights, Child Sexual 
Abuse, Substance Abuse, STD & HIV / AIDS, Blood & Blood safety, Gender 
issues etc. This has to be done in a systematic manner by integrating this into 
the school curriculum. More importantly, values and life skills education aiming 
towards developing the personality of the child so that he/she is able to not 
only identify risk behavior but also actively say “NO” to any or all forms of risk 
behavior. 


An outline of what a well designed programme should contain is given below. 


Goals 


e Toimpart Information, Values and Life Skills and thereby enable students 
to make informed choices with regard to personal behavior; 


e To introduce sexuality & Health education as a long term sustained activity 
in schools. 


Specific Objectives 


1. Tointroduce Health Education in Teachers Training institutions - TCH & 
B.Ed. 


2. Tosensitize School - Heads regarding the necessity for such a programme 
and to ensure their support. 


3. To train school teachers to carryout the sexuality & health education 
program in schools. 


4. To equip them with skills, teaching aids & user-friendly methodologies to 
deal with the sensitive issues in an age appropriate and culture-sensitive 
manner. 


Follow up and & practical demonstration of the participatory methodology 
in the class room situation should be employed to help the teachers in 
implementing the programme effectively. 
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V- REDUCING ALCOHOLISM AND DRUG ABUSE 


One of the recent developments that is hampering effective intervention 
programmes especially as regards marginalised groups, industrial workers, 
truckers etc. has been the problem of Alcoholism and Drug abuse. Alcoholism 
in Karnataka’s context is a very chronic problem and is closely linked toHIV/ 
AIDS, and this issue has largely been ignored. KSAPS will have to link up with 
related departments to address the problem of Alcoholism and Drug Addiction. 
A component of awareness, education and prevention will be set up as part of 
all HIV/AIDS initiatives. NGOs and CBOs already working in the field addiction 
will be encouraged to take up HIV/AIDS activities and visa versa. 


IV - CARE AND SUPPORT 
i) Surveillance and Voluntary Testing 


Voluntary Testing coupled with counseling is a vital component of any 
care and support program. As evident from the recent Karnataka experience 
during the Phase II of NACP, provision of Voluntary testing Centres (VTCs) in 
the districts increases case detection - Bellary and Hubli-Dharwad districts are 
reporting HIV infection to a greater extent after VTCs were established at 
these districts in 1999. 


The PIP of Karnataka has envisaged the provision of Voluntary HIV testing 
facilities in several districts of the state. According to the PIP each of the 27 
districts will be provided with a Voluntary testing facility by the third year of 
the II Phase of the NACP. Five are already operational - only 22 new centres 
need to be established. This would occur in a phased manner. The 
implementation of this component of the plan should be carried out on a fast 
track. Establishment of VTCs with counseling would have a tremendous impact 
on the spread of the infection. Counselling would certainly provide a great 
opportunity for preventing the spread of HIV infection. Fast track establishment 
of VTCs will also greatly enhance the surveillance capabilities of the State. 
This would in turn result in a better and objective evaluation of the impact 
interventions in the community. 10 new VTCs need to be set up within the 
next one year followed by an another 10 new centres in the second year. 


Difficulties envisaged in setting up VTCs on a fast track mode 


NACO’s support is crucial for setting up these VTCs on a fast track mode. 
Providing equipments to the proposed 22 VTCs should be taken up according 
to the time schedule by NACO failing which this strategy will fall through. 
Another problem is that testing and counseling services may not be adequately 
utilized in the districts. 
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it) Management of opportunistic infections and STDs 


Strategies for the management of opportunistic infections need to be 
addressed since investment in HIV/AIDS care has important spin-offs for 
prevention, in much the same way that preventionmeasures such as voluntary 
HIV counseling and testing can result in improved access to care. Uganda, a 
developing country which has invested in a comprehensive care and support 
programme and is already reaping the benefits of it. 


Providing care and support to PLWHAs care can break through the denial 
about HIV by talking with their friends and neighbors and reducing the 
discomfort associated with the subject. Moreover, it would empower care 
providers to demonstrate in the community that there is no reason to fear 
becoming infected through everyday contact, and thus help dispel misguided 
beliefs about HIV transmission. Above all, providing diagnosis and treatment 
for Ols especially tuberculosis and sexually transmitted infections - diseases 
that are common among people with HIV - will also help decrease their spread 
among HIV negative people. 


The Bangalore model of providing care and support especially treatment 
of Opportunistic infections (OIS) has proved very successful. In this model, 
medical management (diagnosis and acute management) is carried out in a 
hospital and subsequent follow up is carried out either at after care centres or 
on an OPD basis by NGOs. This partnership is vital for providing care and 
support and needs to be fostered in the districts as well. 


There is also need to motivate and empower existing health care facilities 
such as Medical College Hospitals / District hospitals to treat Opportunistic 
infections (Ois) by providing support for management of Ols. To being with 
setting up of “Care facilities” centred around a hospital (based on the Bangalore 
model) in the six high prevalence districts within the next one year. These 
“Care facilities” would be within the existing health care facility and not 
independent of them. This could be followed up by setting up additional “Care 
facilities” in a phased manner at each district as and when VTCs are established 
in the respective district. The trained personnel in the districts for the 
management of Ols. 


Tuberculosis is the commonest Ol seen in PLWHAs and indeed it accounts 
for about 60% of all Ols. It is therefore important that the Revised National 
Tuberculosis Program (RNTCP) and the National AIDS Control Program (NACP) 
converge. This convergence can be achieved through the following means ; (a) 
integrating a HIV component into the RNTCP training program, (b) Providing 
DOTS at all hospitals/ centres that are providing care and support to PLWHAs, 


TiLEM 


270 Stakeholders Consultation 


(c) providing advocacy to the state health and family welfare department staff 
to perceive HIV and TB as a related issue and therefore address them together 
rather than individuality. 


STD/RTIs are the commonest risk factor for acquiring HIV infection. STD/ 
RTI management is therefore an important component of the NACP. To enable 
more women and their partners to access STD/RTI facilities integration of 
NACP with the RCH program is vital. The implementation of such a strategy 
can be achieved by addressing the following issues; (a) providing training and 
integrating the syndromic management protocols for STD.RTI into the RCH 
training program, (b) using the RCH staff for disseminating HIV/AIDS awareness 
and safer sexual behaviour practices, (c) propagating the concept of “Well Woman 
Clinic” based on the Bangalore model. 


The tremendous success of the Family Health Awareness Campaigns 
conducted during the II Phase of NACP in the state has provided insights into 
the benefits of such an approach. Therefore strategies to “institutionalizing” 
this concept as well as providing a modicum of continuity to it would enable 
integration of this into the existing Health and Family Welfare structure. This 
can be achieved by providing a “Well woman Clinical services” OPD at Taluk 
level hospitals once a month to begin with. 


All care and support activities would be meaning less if PLWHAs do not 
come forward to access these facilities. Therefore it is vital to facilitate and 
foster Positive Peoples Networks within the state especially at the District 
level. 


The HIV/AIDS epidemic is into Stage IV in Karnataka State and as a 
result a large number of HIV positive children are being born to HIV positive 
mothers. With the advent of MTCT interventions the world over communities 
are looking upto Government initiatives in reducing transmission from Mother 
to child. In this context it would be worthwhile to consider provision of anti- 
retroviral therapy to pregnant mothers who are HIV positive through the 
proposed HIV / AIDS “Care facilities” to ensure proper compliance. 


Since addiction treatment calls for specialized intervention, mini treatment 
centers will have to be set up in the districts. Regular detox camps will have to 
be set up near various intervention sites, using the existing health 
infrastructure. There will be an emphasis on training grass root workers on 
the issues pertaining to alcoholism and drug abuse. These two issues will now 
be focused on in tandem with each other in all other programmes. 


Difficulties envisaged in providing Care and Support : 
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e Management of Ol’s is a difficult task and requires resources, some 


infrastructure, mobilization of the medical community as well as NGO/ 
CBO’s within the districts 


e Lack of ownership among RNTCP and / or RCH personnel about HIV / 
AIDS 


e PLWHAs may not access the “Care facilities” that are set up within existing 
health care set up for fear of discrimination. 


tit) Continuum of care and support 


As HIV/AIDS is a long term infection and disease, the focus of care should 
be life after infection and recovery after illnesses (eg: TB, and other 
opportunistic infections). HIV/AIDS care will begin from home care and move 
on to institutional care, to be continued as home care again, complemented by 
medical units, counseling centers, short/long stay homes, hospices, self-help 
groups leading to self-care and self-help. The involvement of people living with 
HIV/AIDS is paramount in determining the nature of care that is required. 
(This even though in principle has been identified as part of an initiative of the 
first phase it has still not been effectively implemented). This can also include 
affected family members and other individuals. 


One of the critical aspects of care is emotional and psychological care that 
arises out of the diagnosis, fear and needs arising due to trauma of repeated 
illnesses. Hence counseling has to be a very important component of the care 
continuum. At this point it needs to be strongly stressed that counseling is a 
process and not an event as is sometimes conceived. If seen only as one time 
exercise it can at times be detrimental to the objective of counseling itself. 


Care and support can be broadly categorized as clinical management, 
nursing care, counseling, home care, hospice care, economic sustainability, 
societal sensitization, action to protect individuals from discriminatory practices, 
and supportive services for meeting social support meets. 


It is important to look at existing health care systems, and envisage 
accommodating changes within the systems to respond appropriately to address 
the health care needs of people living with HIV/AIDS. It is imperative that the 
different levels work well together to provide a continuum of care, which is 
comprehensive and holistic. By strengthening the existing care facilities in 
various district headquarters, both in the government and non-government 
sector, and the private sector, the first step of ensuring access to care for 
opportunistic infections will be established. Lessons of this being established 
at some level in the urban sector could be taken and a similar strategy 
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incorporated at the various district, taluk and panchayat levels. Various levels 
of training for care providers will need to be conducted to standardize care 
procedures and promote quality service and ethical practices in providing care 
for people living with HIV/AIDS. 


Complementary to care is support, support for people living with HIV and 
their families. This can be interpreted as social support, economic support, 
support for positive living, support towards enabling and sustaining productivity 
thereby reducing the care burden on the state. Much of this can be achieved 
by involving community groups, community organizations, and spontaneous 
grouping of people living with HIV/AIDS. Hence support in the context of care 
provides a social safety net for the infected and affected. Eg: legal support, 
support needed due to spouse’s death, or due to destitution, support for children 
orphaned due to parents death or otherwise marginalized because of parents 
dying of AIDS related illnesses (Home & Education), support for vocational 
training and skill development to sustain income, job opportunities on 
compassionate grounds, support for re-integration of individuals in broken 
families. Care ensures recovery from illness and support provides for 
rehabilitation in pursuit of quality of life. 


Hospital care will be in the form of interim care and acute care and not as 
institutional care that will be for prolonged duration. Hence all care providing 
centers will engage in outreach training for promoting home care programmes 
with adequate emphasis on social restructuring and ongoing support. This will 
be in conjunction with non government and private sector agencies. This above 
strategy has been very effectively implemented in Bangalore, and now similar 
services need to be decentralized and replicated at different districts, taluk and 
panchayat levels. 


Collaboration 


The health and family department will have to ensure that other sectors 
like education, urban development, women and child development, prisons, 
social welfare, labour etc. play their great role in linking and making sure that 
complementary services and strategies are accessible and effective. These 
departments in both the government and private sector need to be sensitized 
and representatives of these sectors need to be involved at the state and district 
levels. Working committees will have to be set up at difference implementation 
levels like district, state and corporation areas. 
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Expanding the Bangalore model 


In the area of care and support KSAPS will largely be responsible to play 
an advocacy role. KSAPS would need to set up a technical resource group 
which will consist of technical expertise from various leading NGOs involved 
in various activities. KSAPS will have to work with various nodal agencies 
consisting of CBOs/NGOs who are involved in specific activities that complement 
the overall objectivities of the State Aids Prevention Plan. The care and support 
team will link up to the various districts with the help of sub-nodal agencies in 
the NGO/CBO government sectors from various district, taluk and panchayats. 
It will become the responsibility of KSAPS and the nodal agencies to further 
de-centralise services. This will be done through expanding the Bangalore model, 
as has been mentioned in the section dealing with management of opportunistic 
infections. This model now is considered as the model to be replicated in other 
parts of the country. Infact, the AP government has also shown interest in 
studying this model for implementation in their state. The Bangalore model 
has an integrated approach which encompasses the entire spectrum of services, 
like medical, testing, psychological, social, training of trainers, short stay/long 
stay homes, palliative/ hospice care, various intervention and generalized 
awareness programmes, education/other prevention activities including 
sensitization programmes. Legal representation and advocacy are all 
incorporated as part of the Care and Support units. The Care units are in turn 
linked to other services within the Health and Development Sectors. KSPS 
will need to work closely with various Nodal agencies to build capacity and 
consolidate the Bangalore Model of Care and support. 


Every district will be looked at to identify infrastructure that exists within 
the existing frame works right up to the Grama Panchayats with the over all 
objective being access to treatment and care. There will have to be ongoing 
training and sensitization programmes months which will be conducted by 
KSAPS with the help of the NGOs in the districts and urban locations. 
Community leaders from NGOs, CBOS, Spiritual groups, Youth groups, Schools 
and Colleges, Volunteers, Political groups, Panchayats and Women and Child 
rights activists will have to be involved in the implementation of the sensitization 
programmes. This will be initially done by inviting them to the various Care 
and Support Units that have been successfully implemented in the cities to see 
and have a hands on experience. 


All health posts, Dispensaries, Missionary Organisations, Orphan Care, 
Foster Care, Destitute Homes will be supported by KSAPS to provide treatment, 
and social support. KSAPS will have to set up six sites in the Districts that 
have high incident rates of infection initially to replicate the Bangalore model. 
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Networking positive persons 


Networks of positive groups need to be set up in the districts with active 
support from KSAPS. These members will form part of the resource pool of 
people needed to develop home care strategies. They will also be actively involved 
in the design, and implementation of all care and support programmes. This 
will also give them a secondary source of employment, they will also be part of 
all Advocacy Campaigns. 


KSAPS will set up a legal cell at its premises to help represent PLWHAs 
in issues of discrimination. This will be an important activity of learning and 
sensitization for KSAPS and also for PLWHAs to actively be involved in all 
levels of the programmes. This will ultimately be decentralized to the various 
districts. 


Income generation 


Income generation activities will also have to be promoted for infected 
and affected people. This will be done in association with similar programmes 
available in the Welfare sectors. Positive groups will be encouraged to set up 
cooperatives which will try to market products and other services, it will also 
try and provide soft loans to positive people and in deserving cases their families. 
The possibility of other kind of subsidies like housing, food grains, medical 
needs etc, will have be explored. 


Children 


KLAPS will need to look into the needs of positive children and link up 
with agencies addressing the issues of children. These organizations will be 
asked to develop programmes which are specific to positive children. It is 
important to note that children of parents who have died of Aids related illness 
need a lot of support since they too face a lot of social ostracization. Depts. of 
Health, Education, Women and Child welfare will under the guidance of KSAPS 
develop more issue specific programmes. Extended family support will be 
encouraged with certain economic subsidies. The possibility of providing 
antiretroviral medication should be tried out in respect of positive mothers to 
prevent mother-to-child transmission. 


V - ETHICAL, SOCIAL AND LEGAL ISSUES 
Confidentiality and disclosure 


Confidentiality and disclosure have been knotty questions in HIV/AIDS 
work in India. Confidentiality has often been thought to be a western concept 
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and inappropriate for India. The issue of confidentiality has been questioned in 
HIV/AIDS from different points of view: 


The public health - epidemic control point of view: The proponents of this 
view hold that mandatory disclosure is a must for controlling the spread of the 
epidemic and parallels are drawn from TB and leprosy to argue against a special 
case for HIV/AIDS. What makes HIV/AIDS different is its sexual transmission, 
its association with disease and death and behaviours which have poor social 
sanction in India like homosexuality, injecting drug use and sex outside the 
marriage. The taboos surrounding these behaviours lead to denial, stigma and 
discrimination. Forced disclosure leads to greater secrecy and individuals drop 
out of the health seeking net. Individuals with risk behaviours going 
underground do not contribute to the control of HIV spread. 


The health statistician’s case reporting point of view: The argument here 
is for case reporting as a means that could provide accurate information leading 
to better planning for prevention and care services. In reality, case reporting 
as a tool works only when there is widespread access to testing, protection of 
confidentiality and access to treatment. In Karnataka, this is not a reality as 
yet only 6 out of 27 districts provide voluntary testing and counseling services. 
The statistics arising out of this case reporting could be skewed and also drive 
people underground, as no benefits accrue from disclosure. 


As a deterrent in prevention strategy: At worst, this would be making an 
example of an infected person, and, at best, it is being able to relate to a human 
element in the epidemic by being able to put a face to it. In both cases it is 
public disclosure possibly without consent; the idea being that the infected 
person would serve as a deterrent to the uninfected population. Although the 
deterrent approach does not work, there has been a movement of late to look 
at beneficial disclosure, which is voluntary disclosure with support. Given a 
positive environment, in which stigma and discrimination are radically reduced, 
this could play a beneficial role for both the infected and uninfected individuals. 
Some pre-requisites for such disclosure would be widespread access to VT'Cs 
and greater access to care and treatment if diagnosed positive. This will have 
to be backed by social and legal security in the sense of being able to retain 
shelter and employment. 


The community’s right to know: This point of view holds that information 
will help the community to restrict or mediate the rights of the infected person 
to protect the rights of his or her sexual partner. This takes the locus of 
control away from the individual to the community and in the current 
atmosphere of stigma and discrimination that exists, it is unlikely to result in 
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responsible prevention. What has worked would be counseling and support for 
the infected person to self disclose to his/her partner or family. 


Partner notification is emerging as a major challenge in counseling as it 
places the right of the individual to confidentiality against the right of the 
partner to information to protect self. In India with the increasing vulnerability 
of even monogamous women to getting infected by their permanent partners, 
this is a difficult ethical issue. The current thinking has moved to accepting 
disclosure to partner in a step-by-step method. The first attempt would be to 
counsel the infected person to self disclose, followed by persuading partner to 
disclose / disclosing with consent to the last step of disclosing without consent. 
This would be restricted to sexual partner alone and not extend to the larger 
family constellation. This kind of ethical partner counseling includes counseling 
of both partners as well as on-going support to deal with post-disclosure conflicts. 
The state strategy will continue to advocate for full confidentiality and only 
voluntary disclosure. However, it will look at measures to reduce stigma and 
discrimination so that people living with HIV can come out and access 
counseling, care and support. 


Reducing stigma and discrimination: 


Increasing visibility of HIV in the community in a positive manner has 
contributed to reduction of stigma in other countries. Some strategies for this 
would be to increase voluntary testing and counseling centres in the community. 
To set up the 11 districts testing centres with the utmost speed would be one 
way. The other would be to aggressively tackle the problem of “refusal to treat” 
by medical practitioners in the government and the private sector. This would 
diminish fear and increase acceptance of PLWHAs in the community. Circular 
memos authorising all government doctors to treat and action taken through 
the Medical Council on all refusal to treat cases along with training and 
sensitization of medical and para medical professionals will help in 
“mainstreaming” HIV/AIDS. Placing all care and support programmes in the 
centre of the community and expanding home-based care services will also 
greatly increase visibility and concern in the community. 


Involvement of PLWHAs: 


Seeing PLWHAs as integral to the prevention as well as the care work 
will not only make these efforts more meaningful, but also help increase 
acceptance in the community. This will have to take the form of a conscious 
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strategy to build the capacity of PLWHA networks to be part of the planning, 
implementation and monitoring processes. 


Ethics in Sexuality/HIV research 


There is increased need for research to facilitate evidence-based planning, 
Phase II is going to see a lot more research and KSAPS will have to insist on 
adherence to a code of ethics for any KSAPS funded/supported research effort. 
Issues that will be kept in mind would include training in sexuality research 
and its ethical implications, methods of participant recruitment and informed 
consent and respect for participant’s confidentiality and privacy. 


VI - PROGRAMME MANAGEMENT 


Earlier phase of the PIP had been handicapped due to the relative neglect 
of crucial of Project Management. It is therefore crucial to ensure that all the 
objectives set are and closely monitored. Phase II of the Project Implementation 
Plan (PIP) of the State identified the following key objectives with regard to 
project implementation. These are: 


Strengthening of KSAPS through technical and management support for 
planning and implementation; 


Decentralisation of the process of planning and implementation; 
Coordinated response to HIV/AIDS prevention and control; 
Have effective data on management and AIDS control; 


Assessment of the progress and impact of implementation of various 
activities; 

Update knowledge and skills of the staff on AIDS prevention and control 
including STD control, AIDS case diagnosis and management; 


Enable PLWHAs to receive medical, nursing and psycho-social care and 
support through supplementing existing health care services and, 


Enable PLWHAs and those living close to them to organise themselves 
into self-help groups. 


Strategy paper has detailed program management issues relevant to each 
of the ponents and hence it is not being reiterated here. 
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VII - HIV/AIDS MANAGEMENT STRATEGY : KEY ACTION 
POINTS 


1. Integration of HIV/AIDS program with the Health and Family Welfare 
services - Eg. RCH and RNTCP. 


2. Capacity building at various levels - KSAPS, NGOs, Health And Family 
Welfare and Education Departments. 


3. Condom Promotion within the state through a multisectoral collaboration 
involving KSAPS - NGOs-Condom Manufacturers - Market Research 
agencies and 


4. A comprehensive Media campaign for awareness utilizing Professional 
agencies 


5. Shift emphasis of targeted interventions (TI’s) from “High risk groups” to 
larger vulnerable populations. 


6. Initial emphasis of all interventions in the ‘six high’ prevalence districts 
and follow it up in a phased manner in the other districts 


7. Strengthen and establish State-Private sector collaboration with NGOs, 
Private medical institutions and Professional bodies such as IMA, FOGSI 
etc, 


8. Intensify focus on youth both in the Organized Sector (such as schools etc) 
and the Unorganized sectors. 


9. Care and Support programmes to focus onOI and STD/RTI management. 
10. Providing continuum of care 
11. Risk reduction among alcohol dependents. 


12. Involvement of PLWHAs in the management of HIV/AIDS - design, 
implementation and evaluation of KSAPS programmes. 


13. Intersectoral co-ordination within government departments and agencies. 
14. Decentralization from KSAPS to district level action 

15. Bilateral funding for region specific programmes. 

16. Set up monitoring and evaluation systems. 

17. Create a specialized cell to address legal and ethical issues. 
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Figure 1 :Year wise Seropositivity rate 
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TABLE 1: Year Wise Blood sample screened for HIV 


Blood Blood samples found 
Samples HIV + Ve AIDS cases 


1987 913 
1988 2,264 
1989 25,928 
1990 48,348 
1991 66,828 
1992 1,02,336 
1993 76,237 
1994 24,209 
1995 11,583 
1996 8,877 
1997 15,452 
1998 15.912 
1999 16,702 
July 2000 11,509 


TOTAL 4,27,098 
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TABLE 2: AGE & SEX DISTRIBUTION OF HIV POSITIVE / 
AIDS CASES 


FROM 1987 TO JULY 2000 


AIDS Cases Death due to 


AIDS 
| ___|Male| Female} Total| Male| Female| Total| Male|Fem 
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TABLE 2.1 : DETAILS OF TRAINING PROGRAMMES 
CONDUCTED IN PHASE -1 


Sl. Category Numbers 
No. trained 


CDPOs & Mukhyasevikas 413 
Dental Surgeons 


Trainers’ Training for Medical 
Officers on RTI STI at Vani Vilas Hospital, B’lore. 


Training of faculty members of Medical 
colleges at NIMHANS B’LORE 221 


Z.P. Members 253 
Drug Inspectors on Blood safety 

Medical Officers on STD 

Medical Officers training at KMC, Manipal 


Medical Officers Training on STD Surveillance 
(Syndromic Approach) at HFWTC, Hubli 


-— 


On 


423 
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Para-Medical Officers Training on STD Surveillance 
(Syndromic Approach) 


11 | RTI/STI Training for Medical Officers 1304 


RTI/STI Training for Para-Medical Staff 


10 


Training of Medical Officers and Para - 
Medical Staff under HIV Sentinel Surveillance 
at Victoria Hospital, Bangalore 


Training of the faculty of Microbiology Department 
and Technicians on HIV testing procedures 
at NIMHANS 


Training programme for the staff engaged in 
HIV sentinel surveillance work from HIV sentinel 
sites and HIV testing laboratories 


15 


a" 
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TABLE 3 : DISTRICT WISE DISTRIBUTION OF HIV/AIDS 
CASES 


1987 to July 2000 


Sl. 
No. 


Division / Districts 
HIV + Ve AIDS Percent total 


Cases of HIV Positive 


1. | Bangalore (U) 2646 100 
116 
ano ae 
|_| MYSOREDIVN. | 

ce aa 
la Chamarajnagar 2 
Mandya 271 4.1 
Mangalore 742 11.3 
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TABLE 4: SENTINEL SURVEILLANCE FOR HIV 
INFECTION PERIOD OF SURVEY :- 
FROM 01-08-1999 TO 31-10-1999 


Number 
Positive 


Num- 
ber 


Name of Sentinel Site 


Positive 


4 25 16.79 
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Karnataka Institute of 
Medical Sciences 
(K.I.M.S.) Hubli 


Medical College Hospital 
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TABLE 5 : MONTHLY PROGRESS REPORT ON STDS IN 
KARNATAKA (JULY 2000) 


A. DISEASES 


Diseases 


No. of Cases detected 
in the Month 


Cummul- 
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January to 
July 2000 
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B. LABORATORY INVESTIGATIONS 
1. V.D.R.L. 


Category No of Sample Tested | No. Reactive | Percentage Reactive 
of Patient 
Month Cumula- | Month |Cumu- | Month | Cumv- 
tive lative lative 
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2. GRAMS STAIN 


No. Reactive Percentage Reactive 
Month Cumula-| Month | Cumu- | Month Cumu- 
tive lative lative 


Wet Prepar- 

ation (KOH/ 

Saline) 

No. of Viginal |41 330 D2 202 54 61 
Smear coll- 

ected 

Bacterial 36 102 3 58 57 
Vaginosis 

(clue cells) 


372 


i Mt Sere 
3 


No. of Persons Counselled 4125 2298 
Condom advice and Provision 2625 1028 


4. High previlence Districts for HIV 


HIV +ve 
Bangalore(U) - 40.5% 
Mangalore - 11.3% 
Bellary - 7.3% 
Udupi - 6.4% 
Mandya - 4.1% 
Dharwad - 3.7% 
Total 73.3% 
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HIV/AIDS, HUMAN RIGHTS AND 
INTERNATIONAL RESPONSE 


15. UN COMMITTEE’S INTERNATIONAL 
GUIDELINES HIV / AIDS AND 
HUMAN RIGHTS 


Introduction 


— 


Summary 
Guidelines for State Action 


Guideline 1: National Framework 


Guideline 2: Supporting Community Partnership 
Guideline 3: Public Health Legislation 
Guideline 4: Criminal Laws and Correctional Systems 


Guideline 5: Anti-discrimination and Protective Laws 
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Guideline 6: Regulation of Goods, Services and Information 
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. Guideline 7: Legal Support Services 
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. Guideline 8: Women Children and Other Vulnerable Groups 


= 
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. Guideline 9: Changing Discriminatory Attitudes Through 
Education, Training and the Media 
13. Guideline 10: Development of Public and Private Sector 
Standards And Mechanisms for Implementing These Standards 
14. Guideline 11: State Monitoring and Enforcement of Human Rights 
15. Guideline 12: International Cooperation 


16. Conclusion 
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Recommendations for Dissemination and Implementation Of the Guidelines 
on HIV/AIDS and Human Rights 


International Human Rights Obligations and HIV/AIDS 
Human Rights Standards and the Nature of State Obligations 
Restrictions and Limitations 


The Application of Specific Human Rights in the Context of the HIV/AIDS 
Epidemic 


Human Rights of Women 

Human Rights of Children 

Right to Marry and to Found a Family and Protection of the Family 
Right to Privacy 

Right to Enjoy the Benefits of Scientific Progress And its Applications 
Right to Seek and Enjoy Asylum 

Right to Education 


Annexes 
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HIV / AIDS AND HUMAN RIGHTS 
INTERNATIONAL GUIDELINES* 


Introduction 


Ly 


The Commission on Human Rights, at its fifty-second session, in its 
resolution 1996/43 of 19 April 1996, requested the then United Nations 
High Commissioner for Human Rights, inter alia, to continue his efforts, 
in cooperation with UNAIDS and non-governmental organizations, as well 
as groups of people living with HIV / AIDS, towards to elaboration of 
guidelines on promoting and protecting respect for human rights in the 
context of HIV / AIDS. In the same resolution, the Commission requested 
that the Secretary-General prepare, for the consideration of the Commission 
at its fifty-third session, a report on the above-mentioned guidelines, 
including the outcome of the second expert consultation on human rights 
and AIDS, and on their international dissemination. 


The call for guidelines on human rights and HIV / AIDS was based on a 
recommendation contained in an earlier report of the Secretary-General 
to the Commission at its fifty-first session (E/CN.4/1995/45, para. 135), which 
stated that “the development of such guidelines or principles could provide 
an international framework for discussion of human rights considerations 
at the national, regional and international levels in order to arrive at a 
more comprehensive understanding of the complex relationship between 
the public health rationale and the human rights rationale of HIV/ AIDS. 
In particular, Governments could benefit from guidelines that outline clearly 
how human rights standards apply in the area of HIV / AIDS and indicate 
concrete and specific measures, both in terms of legislation and practice, 
that should be undertaken”. 


In response to the above requests, the Office of the United Nations High 
Commissioner for Human Rights and the Joint United Nations Programme 
on HIV/AIDS (UNAIDS) convened the Second International Consultation 
on HIV/AIDS and Human Rights in Geneva, from 23 to 25 September 1996. 
It may be recalled that the first International Consultation on AIDS and 
Human Rights was organized by the then United Nations Centre for Human 
Rights, in cooperation with the World Health Organization, in Geneva from 
26 to 28 July 1989. In the report of the first consultation (HR/PUB/90/2), 


* Second International Consultation on HIV/AIDS and Human Rights, Office of the United 


Nations High Commissions for Human Rights and the Joint United Nations Programme on 
HIV/AIDS, Geneva. 
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the elaboration of guidelines to assist policy makers and others in compliance 
with international human rights standards regarding law, administrative 
practice and policy had already been proposed. 


The Second International Consultation on HIV/ AIDS and Human Rights 
(E/CN.4/1997/37) brought together 35 experts in the field of AIDS and human 
rights, comprising government officials and staff of national AIDS 
programmes, people living with HIV/ AIDS (PLHAs), human rights activists, 
academics, representatives of regional and national networks on ethics, 
law, human rights and HIV, and representatives of United Nations bodies 
and agencies, non-governmental organizations and AIDS service 
organizations (ASOs). The list of participants is attached as annex II to the 
present document. 


The Consultation had before it five background papers which had been 
commissioned for the purpose of eliciting specific regional and thematic 
experiences and concerns regarding HIV/AIDS and human rights, prepared 
by the following non-governmental organizations and networks of people 
living with HIV/AIDS: Alternative Law Research and Development Centre 
(ALTERLAW) (Philippines); Network of African People Living with HIV / 
AIDS (NAP +) (Zambia); Colectivo Sol (Mexico); International Community 
of Women Living with HIV/ AIDS (ICW +) (global). The groups were asked, 
each within its specific context, to identify the most important human rights 
principles and concerns in the context of HIV / AIDS, as well as concrete 
measures that States could take to protect HIV - related human rights. 


The Consultation also had before it draft guidelines on HIV / AIDS and 
human rights, prepared by Ms. Helen Watchirs (Australia) on the basis of 
the five regional background papers and others materials consulted. In 
additional, the international association Rights and Humanity conducted a 
global survey to review existing strategies and identify other measures 
necessary to ensure respect for human rights in the context of HIV / AIDS. 
An analysis of the 40 responses received to the survey was presented to the 
Consultation. 


With regard to its methods of work, the Consultation formed four working 
groups to discuss and finalize the draft guidelines, focusing on the theoretical 
framework (WG.1), the institutional responsibilities and processes (WG.2) 
law review, reform and support services (WG.3) and on the promotion of a 
supportive and enabling environment (WG.4), respectively. In the second 
part of the Consultation, participants were divided into a further three 
working groups in order to discuss and elaborate recommendations 
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concerning strategies to ensure the dissemination and implementation of 
the guidelines, according to different actors, as follows: States (WG.6), United 
Nations system and regional intergovernmental bodies (WG.7) and non- 
governmental organizations (WG.8). 


This document contains guidelines adopted at the Second International 
Consultation on HIV/ AIDS and Human Rights, held in Geneva from 23 to 
25 September 1996, to assist States in creating a positive, rights-based 
response to HIV/AIDS that is effective in reducting the transmission and 
impact of HIV/ AIDS and consistent with human rights and fundamental 
free doms. 


The elaboration of such guidelines was first considered by the 1989 
International Consultation on AIDS and Human Rights, organized jointly 
by the then United Nations Centre for Human Rights and the World Health 
Organization. The United Nations Commission on Human Rights and its 
Sub-Commission on Prevention of Discrimination and Protection of 
Minorities have repeatedly reiterated the need for guidelines. Increasingly, 
the international community has recognized the need for elaborating further 
how existing human rights principles apply in the context of HIV / AIDS 
and for providing examples of concrete activities to be undertaken by States 
to protect human rights and public health in the context of HIV / AIDS. 


The purpose of these Guidelines is to assist States in translating 
international human rights norms into practical observance in the context 
of HIV / AIDS. To this end, the Guidelines consist of two parts: first, the 
human rights principles underlying a positive response to HIV/AIDS and 
second, action-oriented measures to be employed by Governments in the 
areas of law, administrative policy and practice that will protect human 
rights and achieve HIV-related public health goals. 


. The Guidelines recognize that States bring to the HIV / AIDS epidemic 


different economic, social and cultural values, traditions and practices - a 
diversity which should be celebrated as a rich resource for an effective 
response to HIV/AIDS. In order to benefit from this diversity, a process of 
participatory consultation and cooperation was undertaken in the drafting 
of the Guidelines, so that the Guidelines reflect the experience of people 
affected by the epidemic, address relevant needs and incorporate regional 
perspectives. Furthermore, the Guidelines reaffirm that diverse responses 
can and should be designed within the context of universal human rights 
standards. 
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12. It is intended that the principal users of the Guidelines will be States, in 
the persons of legislators and government policy makers, including officials 
involved in national AIDS programmes and relevant departments and 
ministries, such as health, foreign affairs, justice, interior, employment, 
welfare and education. Other users who will benefit from the Guidelines 
include intergovernmental organizations (IGOs), non-governmental 
organizations (NGOs), networks of persons living with HIV/AIDS (PLHAs), 
community-based organizations (CBOs), networks on ethics, law, human 
rights and HIV and AIDS service organizations (ASOs). The br0adest possible 
audience of users of the Guidelines will maximize their impact and make 
their content a reality. 


13. The Guidelines address many difficult and complex issues, some of which 
may or may not be relevant to the situation in a particular country. For 
these reasons, it is essential that the Guidelines be taken by critical actors 
at the national and community level and considered in a process of dialogue 
involving a broad spectrum of those most directly affected by the issues 
addressed in the Guidelines. Such a consultative process will enable 
Governments and communities to consider how the Guidelines are 
specifically relevant in their country, assess priority issues presented by 
the Guidelines and devise effective ways to implement the Guidelines in 
their respective contexts. 


14. In implementing the Guidelines, it should be borne in mind that achieving 
international cooperation in solving problems of an economic, social, cultural 
or humanitarian character and promoting and encouraging respect for 
human rights and for fundamental freedoms for all, is one of the principal 
objectives of the United Nations. In this sense, international cooperation, 
including financial and technical support, is a duty of States in the context 
of the HIV / AIDS epidemic and industrialized countries are encouraged to 
act in a spirit of solidarity in assisting developing countries to meet the 
challenges of implementing the Guidelines. 


Summary 


15. HIV/AIDS continues to spread throughout the world at an alarming rate. 
The widespread abuse of human rights and fundamental freedoms associated 
with HIV / AIDS has emerged in all parts of the world in the wake of the 
epidemic. In response to this situation the experts at the Second 
International Consultation on HIV / AIDS and Human Rights concluded 
the following: 


TILEM 


296 Stakeholders Consultation 


(a) The protection of human rights is essential to safeguard human dignity in 
the context of HIV/AIDS and to ensure an effective, rights-based response 
to HIV / AIDS. An effective response requires the implementation of all 
human rights, civil and political, economic, social and cultural, and 
fundamental freedoms of all people, in accordance with existing international 
human rights standards 


(b) Public health interests do not conflict with human rights. On the contrary, 
it has been recognized that when human rights are protected, fewer people 
become infected and those living with HIV / AIDS and their families can 
better cope with HIV / AIDS; 


(c) A rights-based, effective response to the HIV / AIDS epidemic involves 
establishing appropriate governmental institutional responsibilities, 
implementing law reform and support services and promoting a supportive 
environment for groups vulnerable to HIV/ AIDS and for those living with 
HIV/AIDS; 


(d) In the context of HIV / AIDS, international human rights norms and 
pragmatic public health goals require States to consider measures that 
may be considered controversial, particularly regarding the status of women 
and children, sex workers, injecting drug users and men having sex with 
men. It is, however, the responsibility of all States to identify how they can 
best meet their human rights obligations and protect public health within 
their specific political, cultural and religious contexts; 


— 


(e) Although States have primary responsibility for implementing strategies 
that protect human rights and public health, United Nations bodies, agencies 
and programmes, regional intergovernmental bodies and non-governmental 
organizations, including networks of people living with HIV/AIDS, play 


critical roles in this regard. 


16. The Consultation adopted Guidelines on HIV / AIDS and Human Rights, 
the purpose of which is to translate international human rights norms into 
practical observance in the context of HIV/AIDS. To this end, the Guidelines 
consist of two parts: first, the human rights principles underlying a positive 
response to HIV/AIDS and second, action-oriented measures to be employed 
by Governments in the areas of law, administrative policy and practice 
that will protect human rights and achieve HIV-related public health goals. 


17. There are many steps that States can take to protect HIV - related human 
rights and to achieve public health goals. The 12 Guidelines elaborated by 
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the Consultation for States to implement an effective, right-based response 
are summarized below. 


Guideline 1: States should establish an effective national framework for 
their response to HIV / AIDS which ensures a coordinated, participatory, 
transparent and accountable approach, integrating HIV / AIDS policy and 
programme responsibilities across all branches of government. 


Guideline 2: States should ensure, through political and financial support, 
that community consultation occurs in all phases of HIV / AIDS policy 
design, programme implementation and evaluation and that community 
organizations are enabled to carry out their activities, including in the field 
of ethics, law and human rights, effectively. 


Guideline 3: States should review and reform public health laws to ensure 
that they adequately address public health issues raised by HIV / AIDS, 
that their provisions applicable to casually transmitted diseases are not 
inappropriately applied to HIV / AIDS and that they are consistent with 
international human rights obligations. 


Guideline 4: States should review and reform criminal laws and correctional 
systems to ensure that they are consistent with international human rights 
obligations and are not misused in the context of HIV / AIDS or targeted 
against vulnerable groups. 


Guideline 5: States should enact or strengthen anti-discrimination and 
other protective laws that protect vulnerable groups, people living with 
HIV/AIDS and people with disabilities from discrimination in both the public 
and private sectors, ensure privacy and confidentiality and ethics in research 
involving human subjects, emphasize education and conciliation, and provide 
for speedy and effective administrative and civil remedies. | 


Guideline 6: States should enact legislation to provide for the regulation 
of HIV - related goods, services and information, as to ensure widespread 
availability of qualitative prevention measures and services, adequate HIV 
prevention and care information and safe and effective medication at an 
affordable price. 


Guideline 7: States should implement and support legal support services 
that will educate people affected by HIV/ AIDS about their rights, provide 
free legal services to enforce those rights, develop expertise on HIV - related 
legal issues and utilize means of protection in addition to the courts, such 
as offices of ministries of justice, ombudspersons, health complaint units 
and human rights commissions. 
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Guideline 8: States, in collaboration with and through the community, 
should promote a supportive and enabling environment for women, children 
and other vulnerable groups by addressing underlying prejudices and 
inequalities through community dialogue, specially designed social and 
health services and support to community groups. 


Guideline 9: States should promote the wide and ongoing distribution of 
creative education, training and media programmes explicitly designed to 
change attitudes of discrimination and stigmatization associated with HIV 
/ AIDS to understanding and acceptance. 


Guideline 10: States should ensure that government and the private section 
develop codes of conduct regarding HIV/ AIDS issues that translate human 
rights principles into codes of professional responsibility and practice, with 
accompanying mechanisms to implement and enforce these codes. 


Guideline 11: States should ensure monitoring and enforcement 
mechanisms to guarantee the protection of HIV- related human rights, 
including those of people living with HIV / AIDS, their families and 
communities. 


Guideline 12: States should cooperate through all relevant programmes 
and agencies of the Unites Nations system, including UNAIDS, to share 
knowledge and experience concerning HIV - related human rights issues 
and should ensure effective mechanisms to protect human rights in the 
context of HIV / AIDS at international level. 


I. GUIDELINES FOR STATE ACTION 


Recommended Guidelines for implementation by States in order to promote 
and protect human rights in the context of HIV / AIDS are set out below. 
These Guidelines are firmly anchored within a framework of existing 
international human rights norms and are based on many years of 
experience in identifying those strategies that have proven successful in 
addressing HIV / AIDS. The normative principles together with practical 
strategies provide the evidence and ideas for States to reorient and redesign 
their policies and programmes to ensure respect for HIV - relative rights 
and to be most effective in addressing the epidemic. States should provide 
adequate political leadership and financial resources to enable 
implementation of these strategies. 


The Guidelines focus on activities by States in view of their obligations 
under international and regional human rights instruments. This is not to 
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deny, however, the responsibilities of other key actors, such as the private 
sector, including professional groups such as health-care workers, the 
media, and religious communities. These groups also have responsibilities 
not to engage in discrimination and to implement protective and ethical 
policies and practices. 


A. INSTITUTIONAL RESPONSIBILITIES AND PROCESSES 
Guideline 1: National Framework 


20. States should established an effective national framework for their response 
to HIV/AIDS which ensures a coordinated, participatory, transparent and 
accountable approach, integrating HIV/AIDS policy and programme 
responsibilities, across all branches of government. 


21. Depending upon existing institutions, the level of the epidemic and 
institutional cultures, as well as the need to avoid overlapping of 
responsibilities, the following responses should be considered: 


(a) Formation of an interministerial committee to ensure integrated 
development and high-level coordination of individual ministerial 
national action plans and to monitor and implement and additional 
HIV / AIDS strategies, as set out below. In federal systems, an 
intergovernmental committee should also be established with 
provincial/State, as well as national representation. Each ministry 
should ensure that HIV / AIDS and human rights are integrated into 
all its relevant plans and activities, including: 


Education; 
Law and justice, including police and corrective services; 
Science and research; 
Employment and public service; 
Welfare, social security and housing; 


Immigration, indigenous populations, foreign affairs and development 
co-operation; 


Health; 
Treasury and finance; 


Defence, including armed services. 


300 


22. 


23 


Stakeholders Consultation 


(b) Ensuring that an informed and ongoing forum exists for briefing, policy 
discussion and law reform to deepen the level of understanding of the 
epidemic, in which all political viewpoints can participate at national 
and subnational levels, e.g. by establishing parliamentary or legislative 
committees with representation from major and minor political parties. 


(c) Formation or strengthening of advisory bodies to governments on legal 
and ethical issues, such as a legal and ethical subcommittee of the 
interministerial committee. Representation should consist of 
professional (public, law and education, science, bio-medical and social), 
religious and community groups, employers and workers organizations, 
NGOs and ASOs, nominees/experts and people living with HIV/AIDS. 


(d) Sensitization of the judicial branch of government, in ways consistent 
with judicial independence, on the legal, ethical and human rights issues 
relative to HIV / AIDS, including through judicial education and the 
development of judicial materials. 


(e) Ongoing interaction of government branches with United Nations 
Theme Groups on HIV/AIDS and other concerned international and 
bilateral actors to ensure that governmental responses to the HIV / 
AIDS epidemic will continue to make the best use of assistance available 
from the international community. Such interaction should, inter alia, 
reinforce cooperation and assistance to areas to HIV/ AIDS and human 
rights. 


To be effective, the response to HIV / AIDS must mobilize key actors 
throughout all branches of government and include all policy areas, since 
only a combination of well-integrated and coordinated approaches can address 
the complexities of the epidemic. In all sectors, leadership must be developed 
and must demonstrate a dedication to HIV - related human rights. 
Governments should avoid unnecessary politicization of HIV/ AIDS which 
diverts government energy and divides the community rather than 
engendering a sense of solidarity and consensus in dealing with the epidemic. 
Political commitment to dedicate adequate resources to respond to the 
epidemic within States is essential. It is equally important that these 
resources be channelled into productive and coordinated strategies. Roles 
and lines of responsibility within government, including human rights 
issues, should be clarified. 


- Most countries already have national AIDS committees. In some countries, 


there are also subnational committees. However, the persistent lack of 
coordination in government policy and the lack of specific attention to human 
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rights issues relating to the HIV/ AIDS epidemic suggest a need to consider 
possible additional structures or to strengthen and reorient those that exist 
to include legal and ethical issues. Several models of co-ordinating 
committees and multidisciplinary advisory groups exist. Similar coordination 
is essential within and between lower levels of government. It is necessary 
to focus such coordination not only in creating specialized HIV / AIDS bodies 
but also in securing a place for HIV/ AIDS human rights issues in easing 
mainstream forums, such as regular gatherings of Ministers of, e.g. Health, 
Justice and Social Welfare. A multidisciplinary body with professionals and 
community representation should exist to advise governments on legal 
and ethical issues. These bodies at the national level should also ensure 
coordination with UNAIDS, its co-sponsors and other international agencies 
(donors, bilateral donors and others) to reinforce cooperation and assistance 
to areas relating to HIV / AIDS and human rights. 


Guideline 2: Supporting Community Partnership 


24, States should ensure, through political and financial support that community 
consultation occurs in all phases of HIV / AIDS policy design, programme 
implementation and evaluation and that community organizations are 
enabled to carry out their activities, including in the fields of ethics, law 
and human rights, effectively. 


(a) Community representation should comprise PLHAs, CBOs, ASOs, 
human rights NGOs and representatives of vulnerable groups. Formal 
and regular mechanisms should be established to facilitate ongoing 
dialogue with and input from such community representative into HIV 
- related government policies and programmes. This could be established 
through regular reporting by community representatives to the various 
government, parliamentary and judicial branches described in Guideline 
1, joint workshops with community representatives on policy, planning 
and evaluation of State responses and through mechanisms for receiving 
written submissions from the community. 


(b) Sufficient Government funding should be allocated in order to support, 
sustain and enhance community organization in areas of core support, 
capacity-building and implementation of activities, in such areas as 
HIV - related ethics, human rights and law. Such activities might involve 
training seminars, workshops, networking, developing promotional and 
educational materials, advising clients of their human and legal rights, 
referring clients to relevant grievance bodies, collecting data on human 
rights issues and human rights advocacy. 
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Commentary on Guideline 2 


25. 


26. 


Community partners have knowledge and experience that States need in 
order to fashion effective State responses. This is the case particularly 
with regard to human rights issues, as community representatives are 
either directly affected by human rights problems or work directly with 
those who are affected. States should, therefore, ensure that this knowledge 
and experience are included in the development of HIV / AIDS policy, 
programmes and evaluation by recognizing the importance of such 
contributions and creating structural means by which to obtain them. 


The contribution of CBOs, NGOs, ASOs and PLHAs is an essential part of 
the overall national response to the epidemic, in such areas as ethics, law 
and human rights. As community representatives do no necessarily possess 
organizational ability or skills for advocacy, lobbying and human rights 
work, this contribution should be enhanced by State funding for 
administrative support, capacity-building, human resource development and 
implementation of activities. Collection of complaints data by CBOs and 
where the most serious HIV - related human rights problems are occurring 
and what effective action should be implemented response. 


B. LAW REVIEW, REFORM AND SUPPORT SERVICES 


Guideline 3: Public Health Legislation 


Zi. 


28. 


States should review and reform public health legislation to ensure that 
they adequately address the public health raised by HIV/ AIDS, that their 
provisions applicable to casually transmitted diseases are inappropriately 
applied to HIV/AIDS and that they are consistent with international human 
rights obligations. 


Public health legislation should include the following components; 


(a) Public health law should fund and empower public health authorities 
to provide a comprehensive range of services for the prevention and 
treatment of HIV/AIDS, including relevant information and education, 
access to voluntary testing and counselling, STD and sexual and 
reproductive health services for men and women, condoms and drug 
treatment, services and clean injection materials, as well as adequate 
treatment for HIV/AIDS related illnesses, including pain prophylaxis. 


(b) Apart from surveillance testing and other unlinked testing done for 
epidemiological purposes, public health legislation should ensure that 
HIV testing of individuals should only be performed with the specific 
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informed consent of that individual. Exceptions to voluntary testing 
would need specific judicial authorization, granted only after due 
evaluation of the important considerations involved in terms of privacy 
and liberty. 


In view of the serious nature of HIV testing and in order to maximize 
prevention and care, public health legislation should ensure, whenever 
possible, that pre and post-test counselling be provided in all cases. 
With the introduction of home-testing, States should ensure quality 
control, maximize counselling and referral services for those who use 
such tests and establish legal and support services for those are the 
victims of misuse of such tests by others. 


Public health legislation should ensure that people not be subjected to 
coerctive measures such as isolation, detention or quarantine on the 
basis of their HIV status. Where the liberty of persons living with HIV 
is restricted, due process protection (e.g.notice, rights of review/appeal, 
fixed rather than indeterminate periods of orders and rights of 
representation) should be guaranteed). 


Public health legislation should ensure that information relative to 
the HIV status of an individual be protected from unauthorized 
collection, use or disclosure in the health-care and other settings and 
that the use of HIV related information requires informed consent. 


Public health legislation should ensure that information relative to 
the HIV status of an individual be protected from unauthorized 
collection, use or disclosure in the health-care and other settings and 
that the use of HIV-related information requires informed consent. 


Public health legislation should authorize, but not require, that health- 
care professionals decide, on the basis of each individual case and ethical 
considerations, whether to inform their patient’s sexual partners of 
the HIV status of their patient. Such a decision should only be made in 
accordance with the following criteria; 


The HIV-positive person in question has been thoroughly counselled; 


Counselling of the HIV-positive person has failed to achieve appropriate 
behavioural changes; 


The HIV-positive person has refused to notify, or consent to the 
notification of his/her partner(s); 


TILEM 


304 


(h) 


(i) 


@) 


Stakeholders Consultation 


A real risk of HIV transmission to the partner(s) exists; 


The HIV-positive person is given reasonable advance notice; 


The identity of the HIV-positive person is concealed from the partner(s), 
if this is possible in practice; 


Follow-up is provided to ensure support to those involved, as necessary. 


Public health legislation should ensure that the blood/tissue/organ 
supply is free of HIV and other blood-borne diseases. 


Public health law should require the implementation of universal 
infection control precautions in health-care and other settings involving 
exposure to blood and other bodily fluids. Persons working in these 
settings must be provided with the appropriate equipment and training 
to implement such precautions. 


Public health legislation should require that health-care workers 
undergo a minimum of ethics and/or human rights training in order to 
be licensed to practice and should encourage professional societies of 
health-care workers to develop and enforce codes of conduct based on 
human rights and ethics, including HIV - related issues such as 
confidentiality and the duty to provide treatment. 


Guideline 4: Criminal Laws and Correctional Systems 


29. States should review and reform criminal laws and correctional systems to 
ensure that they are consistent with international human rights obligations 


and 


are not misused in the context of HIV/ AIDS or targeted at vulnerable 


groups. 


a. 
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Criminal and/or public health legislation should not include specific 
offences against the deliberate and international transmission of HIV 
but rather should apply general criminal offences to these exceptional 
cases. Such application should ensure that the elements of 
foreseeability, intent, causality and consent are clearly and legally 
established to support a guilty verdict and/or harsher penalties. 


Criminal law prohibiting sexual acts (including adultery, sodomy, 
fornication and commercial sexual encounters) between consenting 
adults in private should be reviewed, with the aim of repeal. In any 
event, they should not be allowed to impede provisions of HIV / AIDS 
prevention and care services. 
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c. With regard to adult sex work that involves no victimizations, criminal 
law should be reviewed with the aim of decriminalizing, then legally 
regulating occupational health and safety conditions to protect sex 
workers and their clients, including support for safe sex during sex 
work. Criminal law should not impede provisions of HIV / AIDS 
prevention and care services to sex workers and their clients. Criminal 
law should ensure that children and adult sex workers who have been 
trafficked or otherwise coerced into sex work are protected from 
participation in the sex industry and are not prosecuted for such 
participation but rather are removed from sex work and provided with 


medical and psycho-social support services, including those related to 
HIV. 


d. Criminal law should not be in impediment to measures taken by States 
to reduce the risk of HIV transmission among injecting drug users and 
to provide HIV - related care and treatment for injecting drug users. 
Criminal law should be reviewed to consider: 


The authorization or legalization and promotion of needle and syringe 
exchange programmes; 


The repeal of criminalizing the possession, distribution and dispensing 
of needles and syringes. 


e. Prison authorities should take all necessary measures, including 
adequate staffing, effective surveillance and appropriate disciplinary 
measures, to protect prisoners from rape, sexual violence and coercion. 
Prison authorities should also provide prisoners (and prison staff, as 
appropriate), with access to HIV - related prevention information, 
education, voluntary testing and counselling, means of prevention 
(condoms, bleach and clean injection equipment), treatment and care 
and voluntary participation in HIV - related clinical trials, as well as 
ensure confidentiality, and should prohibit mandatory testing, 
segregation and denial of access to prison facilities, privileges and 
release programmes for HIV- positive prisoners. Compassionate early 
release of prisoners living with AIDS should be considered. 


Guideline 5: Anti-Discrimination and Protective Laws 


30. States should enact or strengthen anti-discrimination and other protective 
laws that protect vulnerable groups, people living with HIV / AIDS and 
people with disabilities from discrimination in both the public and private 
sectors, that will ensure privacy and confidentiality and ethics in research 
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involving human subjects, emphasize education and conciliation and provide 
for speedy and effective administrative and civil remedies. 


a. General anti-discrimination laws should be enacted or revised to cover 
people living with asymptomatic HIV infection, people living with AIDS 
and those merely suspected of HIV or AIDS. Such laws should also 
protect groups made more vulnerable to HIV/ AIDS. Such laws should 
also protect groups made more vulnerable to HIV/AIDS due to the 
discrimination they face. Disability laws should also be enacted ro 
revised to include HIV / AIDS in their definition of disability. Such 
legislation should include the following: 


The areas covered should be as broad as possible, including health care, 
social security, welfare benefits, employment, education, sport, 
accommodation, clubs, trades unions, qualifying bodies, access to transport 
and other services; 


Direct and indirect discrimination should be covered, as should cases where 
HIV / AIDS is only one of several reasons for a discriminatory act, and 
prohibiting HIV/AIDS vilification should also be considered; 


Independent, speedy and effective legal and/or administrative procedures 
for seeking redress, including such features as fast-tracking for cases where 
the complainant is terminally ill, investigatory powers to address systemic 
of discrimination in policies and procedures, ability to bring cases under 
pseudonym and representative complaints, including the possibility of public 
interest organizations bringing cases on behalf of people living with HIV / 
AIDS; 


Exemptions for superannuation and life insurance should only relate to 
reasonable actuarial data, so that HIV/AIDS is not treated differently from 
analogous medical conditions. 


Traditional and customary laws which affect the status and treatment of 
various groups of society should be reviewed in the light of anti- 
discrimination laws. Ifnecessary, legal remedies should be made available, 
if such laws are misused and information, education and community 
mobilization campaigns should be conducted to change these laws and 
attitudes associated with them. 


. General confidentiality and privacy laws should be enacted. HIV - related 


information on individuals should be included within definitions of personal/ 
medical data subject to protection and should prohibit the unauthorized 
use and/or publication of HIV- related information on individuals. Privacy 
legislation should enable an individual to see his ro her own records event, 
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complete and up to date. An independent agency should established to 
redress breaches of confidentiality. Provision should be made for 
professional bodies to discipline cases of breaches of confidentiality as 
professional misconduct under codes of conduct discussed below!. 
Unreasonable invasion of privacy by the media could also be included as a 
component of professional codes governing journalists. People living with 
HIV/AIDS should be authorized to demand that their identity and privacy 
be protected in legal proceedings in which on these matters will be raised. 


d. Laws, regulations and collective agreements should be enacted or reached 
so as to guarantee the following workplace rights; 


A national policy on HIV/AIDS and the workplace agreed upon in a tripartite 
body; 


Freedom for HIV screening for employment, promotion, training or benefits; 


Confidentiality regarding all medical information, including HIV/AIDS 
status; 


Employment security for workers living with HIV until they are no longer 
able to work, including reasonable alternative working arrangements; 


Defined safe practices for first aid and adequately equipped first-aid kits; 


Protection for social security and other benefits for workers living with 
HIV, including life insurance, pension, health insurance, termination and 
death benefits; 


Adequate health care accessible in or near the workplace; 
Adequate supplies of condoms available free to workers at the workplace; 


Workers participation in decision-making on workplace issues related to 
HIV/AIDS; 


Access to information and education programmes on HIV/AIDS, as well as 
to relevant counselling and appropriate referral; 


Protection from stigmatization and discrimination by colleagues, unions, 
employers and clients; 


Appropriate inclusion in workers compensation legislation of the 


occupational transmission of HIV (e.g. needle stick injuries), addressing 


1 See Guideline 10 below. 
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such matters as the long latency period of infection, testing, counselling 
and confidentiality. 


Protection laws governing the legal and ethical protection of human 
participation in research, including HIV - related research, should be enacted 
or strengthened in relation to: 


Non-discriminatory selection of participants, e.g. women, children, 
minorities; 


Informed consent; 
Equitable access to information and benefits emanating from research; 


Counselling, protection from discrimination, health and support services 
provided during and after participation; 


The establishment of local and/or national ethical review committees to 
ensure independent and ongoing ethical review, with participation by 
members of the community affected, of the research project; 


Approval for use of safe and efficacious pharmaceuticals, vaccines and 
medical devices. : 


Anti-discrimination and protective laws should be enacted to reduce human 
rights violations against women in the context of HIV/AIDS, so as to reduce 
vulnerability of women to infection by HIV and to the impact of HIV/AIDS. 
More particularly, laws should be reviewed and reformed to ensure equality 
of women regarding property and marital relations and access to employment 
and economic opportunity, so that discriminatory limitations are removed 
on rights to own and inherit property, enter into contracts and marriage, 
obtain credit and finance, initiate separation or divorce, equitably share 
assets upon divorce or separation, and retain custody of children. Laws 
should also be enacted to ensure women’s reproductive and sexual rights, 
including the right of independent access to reproductive and STD health 
information and services and means of contraception, including safe and 
legal abortion and the freedom to choose among these, the right to determine 
number and spacing of children, the right to determine number and spacing 
of children, the right to demand safer sex practices and the right to legal 
protection from sexual violence, outside marriage, should be consistent for 
males and females and the right of women and girls to refuse marriage and 
sexual relations should not be treated any differently from any other 
analogous medical condition in making decisions regarding custody, fostering 
or adoption. 


TILEM 


International Guidelines HIV/AIDS and H uman Rights 309 


g. Anti-discrimination and protective laws should be enacted to reduce human 
rights violations against children in the context of HIV/AIDS, so as to reduce 
the vulnerability of children to infection by HIV and to the impact of HIV/ 
AIDS. Such laws should provide for children’s access to HIV - related 
information, education and means of prevention inside and outside school, 
govern children’s access to voluntary testing with consent by the child, in 
line with the evolving capacities of the child, or by the parent or appointed 
guardian, as appropriate, should protect children against mandatory testing, 
particularly if orphaned by HIV/AIDS, and provide for other forms of 
protection in the context of orphans, including inheritance and/or support. 
Such legislation should also protect children against sexual abuse, provide 
for their rehabilitation if abused and ensure that they are considered victims 
of wrongful behaviours, not subject to penalties themselves. Protection in 
the context of disability laws should also be ensured for children. 


h. Anti-discrimination and protective laws should be enacted to reduce human 
rights violations against men having sex with men, including in the context 
of HIV/AIDS, in order, inter alia, to reduce the vulnerability of men who 
have sex with men to infection by HIV and to the impact of HIV/AIDS. 
These measures should include providing penalties for vilification of people 
who engage in same-sex relationships, giving legal recognition to same-sex 
marriages and/or relationships and governing such relationships with 
consistent property, divorce and inheritance provisions. The age of consent 
to sex and marriage should be consistent for heterosexual and homosexual 
relationships. Laws and police practices relating to assaults adequate legal 
protection is given in these situations. 


i. Law and regulations that provide for restrictions on the movement or 
association of members of vulnerable groups? in the context of HIV/AIDS 
should be removed in both law (decriminalized) and law enforcement. 


j. Public health, criminal and anti-discrimination legislation should prohibit 
mandatory HIV - testing of targeted groups, including vulnerable groups’. 


Guideline 6: Regulation of Goods, Services and Information 


31. States should enact legislation to provide for the regulation of HIV-related 
goods, services and information, so as to ensure widespread availability of 


2 See section III, Introduction, for a listing of vulnerable groups. 


3 In addition to vulnerable groups, specific employment groups should also be protected 
from such targeted testing e.g. truck drivers, sailors, hospitality/tourist industry workers 
and the military. 
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qualitative prevention measures and services, adequate HIV prevention 


and 


care information and safe and effective medication at an affordable 


price. 


a. 


Laws and/or regulations should be enacted to enable implementation 
of a policy of widespread provisions of information about HIV/AIDS 
through the mass media. This information should be aimed at the 
general public, as well as at various vulnerable groups that may have 
difficulty in accessing such information. HIV/AIDS information should 
be effective for its designated audience and not be inappropriately 
subject to censorship or other broadcasting standards. 


Laws and/or regulations should be enacted to ensure the quality and 
availability of HIV tests and counselling. If home tests and/or rapid 
HIV test kits are permitted on the market, they should be strictly 
regulated to ensure quality and accuracy. The consequences of loss of 
epidemiological information, the lack of accompanying counselling and 
the risk of unauthorized uses, such as for employment at immigration, 
should be addressed. Legal and social support services should be 
established to protect individuals from abuses arising from such testing. 


Legal quality control of condoms should be enforced and compliance 
with the International Condom Standard should be monitored in 
practice. Restrictions on the availability of preventive measures, such 
as condoms, bleach, clean needles and syringes, should be repealed 
and the provision of these through vending machines in appropriate 
locations should be considered, in the light of the increased accessibility 
and anonymity afforded to clients by this method of distribution. 


Duties, customs laws and value-added taxes should be revised so as to 
maximize access to safe and effective medication at an affordable price. 


Consumer protection laws or other relevant legislation should be 
enacted or strengthened to prevent fraudulent claims regarding the 
safety and efficacy of drugs, vaccines and medical devices, including 
those relating to HIV/AIDS. 


Guideline 7: Legal Support Services 


32. States should implement and support legal support services that will educate 
people affected by HIV/AIDS about their rights, provide free legal services 
to enforce those rights, develop expertise on HIV- related legal issues and 
utilize means of protection in addition to the courts, such as offices of 
Ministries of Justice, ombudspersons, health complaint units and human 
rights commissions. 
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33. States should consider the following features in establishing such services: 


a. 


State support for legal aid systems specializing in HIV/AIDS case work, 
possibly involving community legal aid centres and/or legal services 
services based in ASOs; 


State support or inducements (e.g. tax reduction) to private sector law 
firms to provide free pro bono services to PLHAs in areas such as anti- 
discrimination and disability, health-care rights (informed consent and 
confidentiality), property (wills, inheritance) and employment law; 


State support for programmes to educate, raise awareness and build 
self-esteem among PLHAs concerning their rights and/or to empower 
them to draft and disseminate their own charters/declarations of legal 
and human rights; State support for production and dissemination of 
HIV/AIDS legal rights brochures, resource personnel directories, 
handbooks‘, practice manuals, student texts, model curricula for law 
courses and continuing legal education and newsletters to encourage 
information exchange and networking should also be provided. Such 
publications could report on case-law, legislative reforms, national 
enforcement and monitoring systems for human rights abuses; 


State support for HIV legal services and protection through a variety 
of officers, such as Ministries of Justice, procurator and other legal 
offices, health complaint units, ombusdpersons and human rights 
commissions. | vi 


Commentary on Guidelines 3 


34. Since laws regulate conduct between the State and the individual and 


35. 


between individuals, they provide an essential framework for the observance 


of human rights, including HIV-related human rights. The efficacy of this 
framework for the protection of human rights depends on the strength of 
the legal system in a given society and on the access of its citizens to the 
system. However, many legal system worldwide are not strong enough, 
nor do marginalized populations have access to them. 


Nevertheless, the role of law in the response to HIV/AIDS may also be 
overemphasized and provide a vehicle for coercive and abusive policies. 
Although law may have an educative and normative role and may provide 


4 See. J. Godwin (et al.) Austrialian HIV/AIDS Legal Guide, (24 edition), Federation Press, 


Sydney, 1993; Lambda Legal Defense and Education Fund Inc., AIDS Legal Guide: A 
Professional Resource on AIDS-related Legal Issues and Discrimination, New York. 
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an important supportive framework for human rights protection and HIV/ 
AIDS programmes, it cannot be relied upon as the only means by which to 
educate, change attitudes, achieve behavioural change or protect people's 
rights. Guidelines 3 to 7 above are, therefore, meant to encourage the 
enactment of meaningful and positive legislation, to describe the basic legal 
components necessary to provide support for the protection of HIV-related 
human rights and effective HIV prevention and care programmes and to be 
supplemented by all other Guidelines set out in this document. 


Guidelines 3 to 6 encourage law and law reform which would bring national 
HIV - related laws into conformity with international and regional human 
rights standards. Although the content of the strategies primarily addresses 
formal law, law reform should also encompass traditional and customary 
laws. The process of HIV/AIDS law review and reform should be incorporated 
into the State’s general activities regarding the observance of human rights 
norms and be integrated into the national AIDS response, whilst involving 
the affected communities, ensuring that existing legislation does not act as 
an impediment to HIV prevention and care programmes (for the general 
population, as well as for vulnerable groups) and protecting individuals 
against discrimination by both government actors and private individuals 
or institutions. It is recognized that some of the recommendations for law 
and law reform, particularly those concerning the status of women, drug 
use, sex work and the status of men having sex with men, might be 
controversial in particular national, cultural and religious contexts. 
However, these Guidelines are recommendations to States: they are based 
on existing international human rights standards and designed to achieve 
a pragmatic approach to public health goals relative to HIV/AIDS. Itis the 
obligation of States to establish how they can best meet their international 
human rights obligations and protect the public health within their political, 
cultural and religious contexts. The Office of the United Nations High 
Commissioner for Human Rights, UNAIDS, its relevant co-sponsors and 
other Untied Nations bodies and agencies, such as the International Labour 
Organizations, can offer Governments technical assistance in the process 
of law review and reform. 


Guideline 7 urges that States (and the private sector) encourage and support 
specialist and generalist legal services to enable PLHAs and affected 
communities to enforce their human and legal rights through the use of 
such services. Information and research resources on legal and human 
rights issues should also be made available. Such services should also 
address the issue of reducing the vulnerability to infection within and the 
impact of HIV/AIDS on vulnerable groups. The location and format of the 


TILEM 


International Guidelines HIV/AIDS and Human Rights 313 


information (e.g. plain and understandable language) provided via such 
services should render it accessible to members of these groups. Models 
exist in may countries. 


C. 


PROMOTION OF A SUPPORTIVE AND ENABLING 
ENVIRONMENT 


Guideline 8: Women Children and other Vulnerable Groups® 


38. States should, in collaboration with and through the community, promote 
a supportive and enabling environment for women, children and other 
vulnerable groups by addressing underlying prejudices and inequalities 
through community dialogue, specially designed social and health services 
and support to community groups. 


a. 


States should support the establishment and sustainability of community 
associations comprising members of different vulnerable groups for 
peer education, empowerment, positive behavioural change and social 
support. 


States should support the development of adequate, accessible and 
effective HIV-related prevention and care education, information and 
services by and for vulnerable communities and should actively involve 
such communities in the design and implementation of these 
programmes. 


States should support the establishment of national and local forums 
to examine the impact of the HIV/AIDS epidemic on women. They 
should be multisectoral to include government, professional, religious 
and community representation and leadership and examine issues such 
as: 


The role of women at home and in public life: 


The sexual and reproductive rights of women and men, including 
women’s ability to negotiate safer sex and make reproductive choices; 


Strategies for increasing educational and economic opportunities for 
women; 


Sensitizing service deliverers and improving health care and social 
support services for women; 


The impact of religious and cultural traditions on women. 


5 See section III, Introduction, for a listing of vulnerable groups. 
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States should implement the Cairo Programme of Action of the 
International Conference on Population and Development® and the 
Beijing Declaration and Platform for Action of the Fourth World 
Conference on Women. Primary health services, programmes and 
information compaigns in particular should include a gender 
perspective. Violence against women, harmful traditional practices, 
sexual abuse, exploitation, early marriage and female genital mutilation, 
should be eliminated. Positive measures, including formal and informal 
education programmes, increasing work opportunities and support 
services, should be established. 


States should support women’s organizations to incorporate HIV/AIDS 
and human rights issues into their programming. 


States should ensure that all women and girls of child-bearing age 
have access to accurate and comprehensive information and counselling 
on the prevention of HIV transmission and the risk of vertical 
transmission of HIV, as well as access to the available resources to 
minimize that risk, or to proceed with childbirth, if they so choose. 


States should ensure the access of children and adolescents to adequate 
health information and education, including information related to HIV/ 
AIDS prevention and care, inside and outside school, which is tailored 
appropriately to age level and capacity and enables them to deal 
positively and responsibly with their sexuality. Such information should 
take into account the rights of the child to access to information, privacy, 
confidentiality, respect and informed consent and means prevention, 
as well as the responsibilities, rights and duties of parents. Efforts to 
educate children about their rights should include the rights of persons, 
including children, living with HIV/AIDS. 


States should ensure that children and adolescents have adequate access 
to confidential sexual and reproductive health services, including HIV/ 
AIDS information counselling, testing and prevention measures such 
as condoms, and to social support services if affected by HIV/AIDS. 
The provision of these services to children/adolescents should reflect 
the appropriate balance between the rights of the child/adolescent to 
be involved in decision-making according to his or her evolving 
capabilities and the rights and duties of parents/guardians for the health 
and well-being of the child. 


6 A/CONF.171/18, chap. I resolution 1, annex. 
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i. States should ensure that persons employed to child-care agencies 
including adoption and foster-care homes, receive training in the ared 
of HIV-related children’s issues in order to deal effectively with the 
special needs of HIV-affected children including protection from 
mandatory testing, discrimination and abandonment. 


j. States should support the implementation of specially designed and 
targeted HIV prevention and care programmes for those who have 
less access to mainstream programmes due to language, poverty, social 
or legal or physical marginalization, e.g. minorities, migrants, 
indigenous peoples, refugees and internally displaced persons, people 
with disabilities, prisoners, sex workers, men having sex with men 
and injecting drug users. 


4 Commentary on Guideline 8 


39. States should take measures to reduce the vulnerability, stigmatization 
and discrimination that surround HIV/AIDS and promote a supportive and 
enabling environment by addressing underlying prejudices and inequalities 
within societies and a social environment conductive to positive behaviour 
change. An essential part of this enabling environment involves the 
empowerment of women, youth and other vulnerable groups to deal with 
HIV/AIDS by taking measures to improve their social and legal status, 
involving them in the design and implementation of programmes and 
assisting them to mobilize their communities. The vulnerability of some 
groups is due to their limited access to resources, information, education 
and lack of autonomy. Special programmes and measures should be designed 
to increase access. In many countries, community-based organizations 
and NGOs have already begun the process of creating a supportive and 
enabling environment in their response to the HIV epidemic. Governments 
must recognize these efforts and lend moral, legal, financial and political 
support to strengthen them.. 


Guideline 9: Changing Discriminatory Attitudes Through 
Education, Training and the Media 


40. States should promote the wide and ongoing distribution of creative 
education, training and media programmes explicitly designed to change 
attitudes of discrimination and stigmatization associated with HIV/AIDS to 
understanding and acceptance. 


a. States should support appropriate entities, such as media groups, NGOs 
and networks of PLHAS, to devise and distribute programming to 
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promote respect for the rights and dignity of PLHAs and members of 
vulnerable groups, using a broad range of media (film, theatre, 
television, radio, print, dramatic presentations, personal testimonies, 
Internet, pictures, bus posters). Such programming should not 
compound stereotypes about these groups but instead dispel myths 
and assumptions about them by depicting them as friends, relatives, 
colleagues, neighbours and partners. Reassurance concerning the 
modes of transmission of the virus and the safety of everyday social 
contact should be reinforced. 


States should encourage educational institutions (primary and secondary 
schools, universities and other technical or tertiary colleges, adult and 
continuing education), as well as trades unions and workplaces to 
include HIV/AIDS and human rights/non-discrimination issues in 
relevant curricula, such as human relationships, citizenship/social 
studies, legal studies, health care, law enforcement, family life and/or 
sex education, and welfare/counselling. 


States should support HIV-related human rights/ethics training/ 
workshops for government officials, the police, prison staff, politicians, 
as well as village, community and religious leaders and professionals. 


States should encourage the media and advertising industries to be 
sensitive to HIV/AIDS and human rights issues and to reduce 
sensationalism in reporting and the inappropriate use of stereotypes, 
especially in relation to disadvantaged and vulnerable groups. A training 
approach of this kind should include the production of useful resources, 
such as handbooks containing appropriate terminology, which would 
serve to eliminate use of stigmatizing language; and a professional 
code of behaviour in order to ensure respect for confidentiality and 
privacy.- 


States should support targeted training, peer education and information 
exchange for PLHA staff and volunteers of CBOs and ASOs as well as 
for leaders of vulnerable groups as a means of raising their awareness 
of human rights and of the means to enforce these rights. Conversely, 
education and training should be provided on HIV-specific human rights 
issues to those working on other human rights issues. 


States should support the use of alternative efforts such as radio 
programmes or facilitated group discussions to overcome access 
problems for individuals who are located in remote or rural areas, are 


TILEM 


International Guidelines HIV/AIDS and Human Rights 317 


illiterate, homeless or marginalized and without access to television, 
films and videos and specific ethnic minority languages. 


Commentary on Guideline 9 


41. The use of formal standards and their implementation through government 
process and law alone cannot change the negative attitudes and prejudices 
surrounding HIV/AIDS into respect for human rights. Public programming 
explicitly designed to reduce the existing stigma has been shown to help 
create a supportive environment which is more tolerant and understanding.’ 
The reach of such programming should be a mixture of general and focused 
programmes using various media, including creative and dramatic 
presentations, compelling ongoing information campaigns for tolerance and 
inclusion and interactive educational workshops and seminars. The goal 
should be to challenge beliefs based on ignorance, prejudices and punitive 
attitudes by appealing to human compassion and identifying with visible 
individuals. Programming based on fear can be counter-productive by 
engendering discrimination through panic. 


Guideline 10: Development of Public and Private Sector 
Standards And Mechanisms for Implementing These Standards 


42. States should ensure that government and the private sector develop codes 
of conduct regarding HIV/AIDS issues that translate human rights principles 
into codes of professional responsibility and practice, with accompanying 
mechanisms to implement and enforce these codes. 


a. States should require or encourage professional groups, particularly 
health-care professionals, and other private sector industries (e.g. law, 
insurance) to develop and enforce their own codes of conduct addressing 
human rights issues in the context of HIV/AIDS. Relevant issues would 
include confidentiality, informed consent to testing, the duty to treat, 
the duty to ensure safe workplaces, reducing vulnerability and 
discrimination and practical remedies for breaches/misconduct. 


b. States should require that individual government departments devise 
clear guidelines on the extent to which their policies and practices 
reflect HIV-related human rights norms and their enforcement in formal 
legislation and regulations, at all levels of service delivery. Coordination 


7 Professor R. Feachem, Valuing the Past, Investing in the Future: Evaluation of the Na- 
tional HIV/AIDS Strategy 1993-4 to 1995-6, Commonwealth Department of Human Serv- 
ices and Health, September 1995, Canberra, pp.190-192. 
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of these standards should occur in the national framework described 
in Guideline 1 and be publicly available, after involvement of community 
and professional groups in the process. 


c. States should develop or promote multisectoral mechanisms to ensure 
accountability. This involves the equal participation of all concerned 
(i.e. government agencies, industry representatives, professional 
associations, NGOs, consumers, service providers and service users). 
The common goal should be to raise standards of service, strengthen 
linkages and communication and assure the free flow of information. 


Commentary on Guideline 10 


43. The development of standards in and by the public and private sectors is 
important. First, they translate human rights principles into practice from 
an insider’s perspective and reflect more closely the community’s concerns. 
Second, they are likely to be more pragmatic and acceptable to the sector 
involved. Third, they are more likely to be “owned” and implemented if 
developed by the sector itself. Finally, they might have a more immediate 
impact than legislation. 


Guideline 11: State Monitoring and Enforcement of Human 
Rights 


44, States should ensure monitoring and enforcement mechanisms to guarantee 
HIV-related human rights, including those of people living with HIV/AIDS, 
their families and communities. 


a. States should collect information on human rights and HIV/AIDS and, 
using this information as a basis for policy and programme development 
and reform, report on HIV-related human rights issues to the relevant 
United Nations treaty bodies as part of their reporting obligations under 
human rights treaties. 


b. States should establish HIV/AIDS focal points in relevant government 
branches, including national AIDS programmes, police and correctional 
departments, the judiciary, government health and social service 
providers and the military, for monitoring HIV-related human rights 
abuses and facilitating access to these branches for disadvantaged and 
vulnerable groups. Performance indicators or benchmarks showing 
specific compliance with human rights standards should be developed 
for relevant policies and programmes. 
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c. States should provide political, material and human resources support 
to ASOs and CBOs for capacity-building in human rights standards 
development and monitoring. States should provide human rights NGOs 


with support for capacity-building in HIV-related human rights 
standards and monitoring. 


a. States should support the creation of independent national institutions for 
the promotion and protection of human rights, including HIV related 
rights, such as human rights commissions and ombudspersons and/or 
appoint HIV/AIDS ombudspersons to existing or independent human rights 
agencies, national legal bodies and law reform commissions. 


a. States should promote HIV-related human rights in international forums 
and ensure that they are integrated into the policies and programmes of 
international organizations, including United Nations human rights bodies, 
as well as in other agencies of the United Nations system. Furthermore, 
States should provide intergovernmental organizations with the material 
and human resources required to work effectively in this field. 


Commentary on Guideline 11 


45. Standard-setting and promotion of HIV-related human rights standards alone 
are insufficient to address human rights abuses in the context of HIV/AIDS. 
Effective mechanisms must be established at the national and community 
levels to monitor and enforce HIV-related human rights. Governments 
should see this as part of their national responsibility to address HIV/AIDS. 
The existence of monitoring mechanisms should be publicized, particularly 
among PLHA networks, in order to maximize their use and impact. 
Monitoring is necessary to collect information, formulate and revise policy, 
and establish priorities for change and benchmarks for performance 
measurement. Monitoring should be both positive and negative, i.e. 
reporting on good practice to provide models for others to emulate, as well 
as identifying abuses. The non-governmental sector can provide an 
important means of monitoring human rights abuses, if resourced to do so, 
since it frequently has closer contact with the affected communities. Formal 
grievance bodies may be too bureaucratic and their procedures too time- 
consuming and stressful to attract a representative sample of complaints. 
Training is necessary for community participants to develop skills so as to 
be able to analyse and report findings at a level of quality which is credible 
for States and international human rights bodies. 
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Guideline 12: International Cooperation 


46. States should cooperate through all relevant programmes and agencies of 
the United Nations system, including UNAIDS, to share knowledge and 
experience concerning HIV-related human rights issues, and should ensure 
effective mechanisms to protect human rights in the context of HIV/AIDS 
at the international level. 


a. 
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The Commission on Human Rights should take note of the present 
Guidelines and of the report on the Second International Consultation 
on HIV/AIDS and Human Rights and request States to carefully consider 
and implement the Guidelines in their national, subnational and local 
responses to HIV/AIDS and human rights. 


The Commission on Human Rights should request human rights treaty 
bodies, special rapporteurs and representatives and its working groups 
to take note of the Guidelines and include in their activities and reports 
all issues arising under the Guidelines relevant to their mandates. 


The Commission on Human Rights should request UNAIDS, its co- 
sponsors (UNDP, UNESCO, UNFPA, UNICEF, WHO and the World 
Bank) and other relevant United Nations bodies and agencies to 
integrate the promotion of the Guidelines throughout their activities. 


The Commission on Human Rights should appoint a special rapporteur 
on human rights and HIV/AIDS with the mandate, inter alia, to 
encourage and monitor implementation of the Guidelines by States, as 
well as their promotion by the United Nations system, including human 
rights bodies, where applicable. 


The Commission on Human Rights should encourage the Office of the 
United Nations High Commissioner for Human Rights to ensure that 
the Guidelines are disseminated throughout that Office and are 
incorporated into all its human rights activities and programmes, 
particularly those involving technical cooperation, monitoring and 
support to human rights bodies and organs. 


States, in the framework of their periodic reporting obligations to 
United Nations treaty monitoring bodies and under regional 
conventions, should report on their implementation of the Guidelines 
and other relevant HIV/AIDS-related human rights concerns arising 
under the various treaties. 
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g. States should ensure, at the country level, that their cooperation with 
UNAIDS Theme Groups includes promotion and implementation of 
the Guidelines, including the mobilization of sufficient political and 
financial support for such implementation. 


h. States should work in collaboration with UNAIDS, the Office of the 
United Nations High Commissioner for Human Rights and non- 


governmental and other organizations working in the field of human 
rights and HIV/AIDS to: 


Support translation of the Guidelines into national and minority languages; 


Create a widely accessible mechanism for communication and coordination 
for sharing information on the Guidelines and HIV-related human rights; 


Support the development of a resource directory on international 
declarations/treaties, as well as policy statements and reports on HIV/AIDS 
and human rights, to strengthen support for the implementation of the 
Guidelines; 


Support multicultural education and advocacy projects on HIV/AIDS and 
human rights, including educating human rights groups with regard to 
HIV/AIDS and educating HIV/AIDS and vulnerable groups in human rights 
issues and strategies for monitoring and protecting human rights in the 
context of HIV/AIDS, using the Guidelines as an educational tool; 


Support the creation of a mechanism to allow existing human rights 
organizations and HIV/AIDS organizations to work together strategically 
to promote and protect the human rights of people living with HIV/AIDS 
and those vulnerable to infection, through implementation of the Guidelines; 


Support the creation of a mechanism to monitor and publicize human rights 
abuses in the context of HIV/AIDS; 


Support the development of a mechanism to mobilize grass-roots responses 
to HIV-related human rights concerns and implementation of the 
Guidelines, including exchange programmes and training among different 
communities, both within and across regions; 


Advocate that religious and traditional leaders take up HIV-related human 
rights concerns and become part of the implementation of the Guidelines; 


Support the development of a manual that would assist human rights and 
AIDS service organizations in advocating the implementation of the 
Guidelines; 
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Support the identification and funding of NGOs and ASOs at country level to 
coordinate a national NGO response to promote the Guidelines; 


Support, through technical and financial assistance, national and regional 
NGO networking initiatives on ethics, law and human rights to enable 
them to disseminate the Guidelines and advocate their implementation. 


i. States, through regional human rights mechanisms, should promote the 
dissemination and implementation of the Guidelines and their integration 
into the work of these bodies. 


Commentary on Guideline 12 


47. The United Nations bodies, agencies and programmes comprise some of 
the most effective and powerful forums through which States can exchange 
information and expertise on HIV-related human rights issues and build 
support among themselves to implement a rights-based response to HIV/ 
AIDS. States, in their work with and governance of these bodies, can use 
these bodies as tools for promoting the Guidelines. States must, however, 
both encourage and enable these bodies through political and financial 
support, to take effective and sustained action in terms of promoting the 
Guidelines and must respond positively to the work done by these bodies 
with steps taken at the national level. 


Conclusion 


48. States are urged to implement these Guidelines in order to ensure respect 
for the human rights of those affected by HIV/AIDS and to ensure an effective 
and inclusive public health response to HIV/AIDS. These Guidelines are 
based on experience gained from best practices which have proven to be 
effective over the last 15 years. By implementing these Guidelines, States 
are able to avoid negative and coercive policies and practices which have 
had a devastating impact on people’s lives and on national HIV/AIDS 
programmes. 


49. The practical aspects of protecting HIV-related human rights are more 
likely to be addressed if there is leadership on this issue in the executive 
and legislative arms of government and if multisectoral structures are 
established and maintained. Vital to any policy development and 
implementation is the involvement of affected communities, together with 
relevant professionals and religious and community leaders, as equal 
partners in the process. 
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As national legislation provides a critical framework for the protection of 
HIV-related human rights, many of the Guidelines relate to the need for 
law reform. Another major instrument of social change is the provision of 
a supportive and enabling environment within which to conduct HIV-related 
prevention, care and support activities. Part of this enabling environment 
can be obtained by changing attitudes through general and targeted 
education, public information and education campaigns which deal with 
HIV-related rights, tolerance and inclusion. Another part of this enabling 
environment involves the empowerment of women and vulnerable groups 
to deal with HIV/AIDS by taking measures to improve their social and 
legal status and to assist them in mobilizing their communities. 


HIV/AIDS continues to challenge our societies in many ways. It is incumbent 
on States, communities and individuals to address extremely difficult and 
pervasive societal issues which have always been present in our societies, 
and to identify solutions thereto. With the advent of HIV/AIDS, we can no 
longer afford to evade these issues because to do so threatens the lives of 
millions of men, women and children. These issues relate to the roles of 
women and men, the status of marginalized or illegal groups, the obligations 
of States concerning health expenditure and the role of law in achieving 
public health goals, the content of privacy between individuals and between 
individuals and their governments, the responsibility and ability of people 
to protect themselves and others, as well as the relationship between human 
rights, health and life. These Guidelines are means for giving guidance on 
these difficult matters-guidance which has evolved from the international 
human rights regime and from the courageous and inspiring work of millions 
the world over who have demonstrated that protecting the human rights of 
people means protecting their health, lives and happiness in a world with 
HIV/AIDS. 


II. Recommendations for dissemination and implementation 


52. 


of the Guidelines on HIV/AIDS and human rights 


At the Second international Consultation on HIV/AIDS and Human Rights, 
the participants considered strategies for dissemination and implementation 
of the Guidelines. It was considered that there are three groups of key 
actors who, jointly and separately, are critical to the implementation of the 
Guidelines, namely States, the United Nations system, regional 
intergovernmental organizations and non-governmental and community- 
based organizations. Recommendations for measures that these actors 
are encouraged to take in order to ensure that the Guidelines are widely 
disseminated and effectively implemented are set out below. 
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A. STATES 
53. States, at the highest level of Government (head of State, Prime Minister 


and/or relevant ministers), should promulgate the Guidelines and ensure 
that the political weight of the Government is behind the dissemination 
and implementation of the Guidelines throughout all branches of the 
executive, legislature and judiciary. 


States, at the highest level of Government, should assign appropriate 
governmental bodies/staff the responsibility to devise and implement a 
strategy for dissemination and implementation of the Guidelines and 
establish periodic monitoring of this strategy through, for example, reports 
to the Executive Office and public hearings. States should establish within 
the executive branch a staff member(s) responsible for this strategy. 


States should disseminate the Guidelines, endorsed by the executive, to 
relevant national bodies, such as interministerial and parliamentary 
committees on HIV/AIDS and national AIDS programmes, as well as to 
provincial and local-level bodies. 


States, through these bodies, should give formal consideration to the 
Guidelines in order to identify ways to build them into existing activities 
and prioritize necessary new activities and policy review. States should 
also organize consensus workshops with the participation of non- 
governmental organizations, community-based organizations and AIDS 
service organizations (ASOs), networks of people living with HIV/AIDS 
(PLHAs), networks on ethics, law, human rights and HIV, United Nations 
Theme Groups on HIV/AIDS, as well as political and religious groups: 


a. To discuss the relevance of the Guidelines to the local situation, to 
identify obstacles and needs, to propose interventions and solutions, 
and to achieve consensus for the adoption of the Guidelines; 


b. To elaborate national, provincial and local plans of action for 
implementation and monitoring of the Guidelines within the local 
context; 


c. To mobilize and ensure the commitment of relevant governmental 
officials to apply the Guidelines as a working tool to be integrated into 
their individual workplans. 


States, at national, subnational and local levels, should establish 
mechanisms to receive, process and refer issues, claims and information in 
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relation to the Guidelines and to the human rights issues raised therein. 
States should create focal points to monitor the implementation of the 
Guidelines in relevant government departments. 


States,inwaysconsistentwithjudicialindependence,shoulddisseminate the 
Guidelines widely throughout the judicial system and use them in the 
development of jurisprudence, conduct of court cases involving HIV related 
matters and HIV-related training/continuing education of judicial officers. 


States should disseminate the Guidelines throughout the legislative branch 
of Government and particularly to parliamentary committees involved in 
the formulation of policy and legislation relevant to the issues raised in the 
Guidelines. Such committees should assess the Guidelines to identify 
priority areas for action and a longer-term strategy to ensure that relevant 
policy and law are in conformity with the Guidelines. 


UNITED NATIONS SYSTEM AND REGIONAL 
INTERGOVERNMENTAL BODIES 


The United Nations Secretary-General should submit the Guidelines to 
the Commission on Human Rights as part of the report on the Second 
International Consultation on HIV/AIDS and Human Rights. 


The Secretary-General should transmit the Guidelines to heads of State: 


a. Recommending that the document be distributed nationally through 
the appropriate channels; 


b. Offering, within the mandates of UNAIDS and the Office of the United 
Nations High Commissioner for Human Rights, technical cooperation 
in facilitating the implementation of the Guidelines; 


c. Requesting that compliance with the Guidelines be included in national 
reports to existing human rights treaty bodies; 


d. Reminding Governments of the responsibility to uphold international 
human rights standards in promoting compliance with the Guidelines. 


The Secretary-General should transmit the Guidelines to the heads of all 
relevant United Nations bodies and agencies, requesting that they be widely 
disseminated throughout the relevant programmes and activities of the 
bodies and agencies. The Secretary-General should request that all relevant 
United Nations bodies and agencies consider their activities and programmes 
on HIV/AIDS in the light of the provisions of the Guidelines and support 
the implementation of the Guidelines at national level. 
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The Commission on Human Rights and the Sub-Commission on Prevention 
of Discrimination and Protection of Minorities, as well as all human 
rightstreaty bodies, should consider and discuss the Guidelines with a view 
to incorporating relevant aspects of the Guidelines into their respective 
mandates. Human rights treaty bodies, in particular, should integrate the 
Guidelines, as relevant, in their respective reporting guidelines, questions 
to States and when developing recommendations and general comments 
on related subjects. 


The Commission on Human Rights should appoint a special rapporteur on 
human rights and HIV/AIDS with the mandate, inter alia, to encourage 
and monitor implementation of the Guidelines by States, as well as their 
promotion by the United Nations system, including human rights bodies, 
where applicable. 


The Office of the United Nations High Commissioner for Human Rights 
should ensure that the Guidelines are disseminated throughout that Office 
and incorporated into its activities and programmes, particularly those 
involving support for the United Nations human rights bodies, technical 
assistance and monitoring. This should be coordinated by a staff member 
with exclusive responsibility for the Guidelines. Similarly, the United 
Nations Division for the Advancement of Women should ensure the full 
integration of the Guidelines into the work of the Committee on the 
Elimination of Discrimination Against Women. 


UNAIDS should transmit the Guidelines throughout the system-to co- 
sponsors of the UNAIDS Programme Coordinating Board, United Nations 
Theme Groups on HIV/AIDS, UNAIDS staff, including country programme 
advisers and focal points-and should ensure that the Guidelines become a 
framework for action for the work of the United Nations Theme Groups on 
HIV/AIDS and UNAIDS staff; Theme Groups should use the Guidelines to 
assess the HIV-related human rights, legal and ethical situation at country 
level and to elaborate the best means for supporting implementation of the 
Guidelines at that level. 


Regional bodies (such as the Inter-American Commission on Human Rights, 
the Organization of American States, the African Commission on Human 
and Peoples’ Rights, the Organization of African Unity, the European 
Commission on Human Rights, the European Commission, the Council of 
Europe, the Association of South-East Asian Nations, etc.) should receive 
the Guidelines and make them available to the largest possible number of 
members and relevant divisions with a view to assessing how their activities 
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might be made consistent with the Guidelines and promote their 
implementation. 


Specialized agencies and other concerned bodies (such as the International 
Labour Organization, the International Organization for Migration, the 
Office of the United Nations High Commissioner for Refugees, the United 
Nations Research Institute for Social Development and the World Trade 
Organization) should receive the Guidelines and transmit them widely among 
members and throughout their programmes with a view to assessing how 
their activities can be made consistent with the Guidelines and promote 
their implementation. 


C. NON-GOVERNMENTAL ORGANIZATIONS® 


69. 
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NGOs should implement the Guidelines within a broad framework of 
communication in terms of HIV and human rights, including the 
establishment of ongoing communication between the HIV/AIDS community 
and the human rights community by: 


a. Establishing contacts at the international, regional and local levels 
between networks of ASOs, human rights NGOs, and people living with 
HIV/AIDS. 


b. Developing mechanism(s) for ongoing communication and dissemination 
and implementation of the Guidelines, such as a bulletin board and/or 
home page on the Internet allowing for input and exchange of 
information on human rights and HIV and database linkages between 
groups working on human rights and HIV; 


c. Networking with human rights NGOs at meetings of United Nations 
human rights bodies; 


d. Promoting discussion of the Guidelines in their newsletters and other 
publications, as well as through other media; 


e. Developing an action-oriented and accessible version(s) of the Guidelines; 


Including AIDS service organizations, community-based organizations, regional and na- 
tional networks on ethics, law, human rights and HIV and networks of people living with 
HIV/AIDS. These networks comprise not only non-governmental and AIDS service or- 
ganizations but also professionals (e.g. lawyers, health care workers, social workers), 
people living with HIV/AIDS, academics, research institutions and other concerned citi- 
zens. The networks are important voices for mobilizing change and protecting human 
rights. 
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Developing a strategy and process for the dissemination of the 
Guidelines and seeking funding and technical cooperation in that regard. 


70. Non-governmental organizations at the regional level should: 


a. 


Establish or use existing focal points to disseminate the Guide lines, 
with popularization and/or training; 


Establish a regional “technical group” to introduce the Guidelines to 
the region; 


Use the Guidelines as a tool for advocacy, interpretation, monitoring 
abuse and establishing best practices; 


Prepare regular reports on the implementation of the Guidelines to 
human rights bodies (human rights treaty bodies and United Nations 
extra-conventional fact-finding mechanisms, such as special rapporteurs 
and representatives, as well as regional commissions) and other relevant 
international agencies; 


Bring cases of HIV/AIDS-related discrimination and other violations of 
human rights in the context of HIV/AIDS to regional human rights 
judicial and quasi-judicial mechanisms. 


71. In order to advocate the Guidelines, NGOs at the national level should 
obtain consensus on their acceptance and establish a joint strategy with 
governmental and non-governmental partners as a baseline for monitoring 
the Guidelines, through the following actions: 


a. 


Hold national NGO strategy meetings on the Guidelines that include 
human rights NGOs (including women’s organizations and prisoners’ 
rights organization), ASOs, community-based organizations, networks 
on ethics, law, human rights and HIV and networks of people living 
with HIV/AIDS; 


Hold meetings with national governmental human rights bodies; 


Hold meetings with national Government (relevant ministries), 
legislative and the judiciary; 


Establish or use existing national focal points to gather information 
and develop systems of information exchange on HIV and human rights, 
including the Guidelines. 
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Iii INTERNATIONAL HUMAN RIGHTS OBLIGATIONS AND 


HIV/AIDS 


Introduction: HIV/AIDS, human rights and public health 


72. 


73. 


7A. 


Several years of experience in addressing the HIV/AIDS epidemic have 
confirmed that the promotion and protection of human rights constitute an 
essential component in preventing transmission of HIV and reducing the 
impact of HIV/AIDS. The protection and promotion of human rights are 
necessary both to the protection of the inherent dignity of persons affected 
by HIV/AIDS and to the achievement of the public health goals of reducing 
vulnerability to HIV infection, lessening the adverse impact of HIV/AIDS 
on those affected and empowering individuals and communities to respond 
to HIV/AIDS. 


In general, human rights and public health share the common objective to 
promote and to protect the rights and well-being of all individuals. From 
the human rights perspective, this can best be accomplished by promoting 
and protecting the rights and dignity of everyone, with special emphasis on 
those who are discriminated against or whose rights are otherwise interfered 
with. Similarly, public health objectives can best be accomplished by 
promoting health for all, with special emphasis on those who are vulnerable 
to threats to their physical, mental or social well-being. Thus, health and 
human rights complement and mutually reinforce each other in any context. 
They also complement and mutually reinforce each other in the context of 
HIV/AIDS. | 


One aspect of the interdependence of human rights and public health is 
demonstrated by studies showing that HIV prevention and care programmes 
with coercive or punitive features result in reduced participation and 
increased alienation of those at risk of infection’. In particular, people will 
not seek HIV-related counselling, testing, treatment and support if this 
would mean facing discrimination, lack of confidentiality and other negative 
consequences. Therefore, it is evident that coercive public health measures 
drive away the people most in need of such services and fail to achieve 
their public health goals of prevention through behavioural change, care 
and health support. 


9 J. Dwyer,”Legislating AIDS Away: The Limited Role of Legal Persuasion in Minimizing the 


Spread of HIV”, in 9 Journal of Contemporary Health Law and Policy 167 (1993). 
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Another aspect of the linkage between the protection of human rights and 
effective HIV/AIDS programmes is apparent in the fact that the incidence 
or spread of HIV/AIDS is disproportionately high among some populations. 
Depending on the nature of the epidemic and the legal, social and economic 
conditions in each country, groups that may be disproportionately affected 
include women, children, those living in poverty, minorities, indigenous 
people, migrants, refugees and internally displaced persons, people with 
disabilities, prisoners, sex workers, men having sex with men and injecting 
drug users-that is to say groups who already suffer from a lack of human 
rights protection and from discrimination and/or are marginalized by their 
legal status. Lack of human rights protection disempowers these groups 
to avoid infection and to cope with HIV/AIDS, if affected by it?°. 


Furthermore, there is growing international consensus that a broadly based, 
inclusive response, involving people living with HIV/AIDS in all its aspects, 
is a main feature of successful HIV/AIDS programmes. Another essential 
component of comprehensive response is the facilitation and creation of a 
supportive legal and ethical environment which is protective of human 
rights. This requires measures to ensure that Governments, communities 
and individuals respect human rights and human dignity and act in a spirit 
of tolerance, compassion and solidarity. 


One essential lesson learned from the HIV/AIDS epidemic is that universally 
recognized human rights standards should guide policy makers in formulating 
the direction and content of HIV-related policy and form an integral part of 
all aspects of national and local responses to HIV/AIDS. 


A. HUMAN RIGHTS STANDARDS AND THE NATURE OF 
STATE OBLIGATIONS 


78. The Vienna Declaration and Programme of Action, adopted at the World 


Conference on Human Rights in June 1993" affirmed that all human rights 
are universal, indivisible, interdependent and interrelated. While the 
significance of national and regional particularities and various historical, 
cultural and religious backgrounds must be borne in mind, States have the 
duty, regardless of their political, economic and cultural systems, to promote 
and protect universal human rights standards and fundamental freedoms. 


10 


ig | 


For the purposes of these Guidelines, these groups will be referred to as “vulnerable” 
groups although it is recognized that the degree and source of vulnerability of these groups 
vary widely within countries and across regions. 


A/CONF. 157/24 (Part 1), chap.III. 
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A human rights approach to HIV/AIDS is, therefore, based on these State 
obligations with regard to human rights protection. HIV/AIDS demonstrates 
the indivisibility of human rights since the realization of economic, social 
and cultural rights, as well as civil and political rights, is essential to an 
effective response. Furthermore, a rights-based approach to HIV/AIDS is 
grounded in concepts of human dignity and equality which can be found in 
all cultures and traditions. 


The key human rights principles which are essential to effective State 
responses to HIV/AIDS are to be found in existing international instruments, 
such as the Universal Declaration of Human Rights, the International 
Covenants on Economic, Social and Cultural Rights and on Civil and Political 
Rights, the International Convention on the Elimination of All Forms of 
Racial Discrimination, the Convention on the Elimination of All Forms of 
Discrimination against Women, the Convention against Torture and Other 
Cruel, Inhuman or Degrading Treatment or Punishment and the 
Convention on the Rights of the Child. Regional instruments, namely the 
American Convention on Human Rights, the European Convention for the 
Protection of Human Rights and Fundamental Freedoms and the African 
Charter on Human and Peoples’ Rights also enshrine State obligations 
applicable to HIV/AIDS. In addition, a number of conventions and 
recommendations of the International Labour Organization are particularly 
relevant to the problem of HIV/AIDS, such as ILO instruments concerning 
discrimination in employment and occupation, termination of employment, 
protection of workers’ privacy, and safety and health at work. Among the 
human rights principles relevant to HIV/AIDS are, inter alia: 


The right to non-discrimination, equal protection and equality before the 
law; 


The right to life; 

The right to the highest attainable standard of physical and mental health; 
The right to liberty and security of person; 

The right to freedom of movement; 

The right to seek and enjoy asylum; 

The right to privacy; 


The right to freedom of opinion and expression and the right to freely 
receive and impart information; 
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The right to freedom of association; 

The right to work; 

The right to marry and to found a family; 

The right to equal access to education; 

The right to an adequate standard of living, 

The right to social security, assistance and welfare; 

The right to share in scientific advancement and its benefits; 
The right to participate in public and cultural life; 


The right to be free from torture and cruel, inhuman or degrading treatment 
or punishment. 


Particular attention should be paid to human rights of children and women. 


B. RESTRICTIONS AND LIMITATIONS 


Under international human rights law, States may impose restrictions on 
some rights, in narrowly defined circumstances”, if such restrictions are 
necessary to achieve overriding goals, such as public health, the rights of 
others, morality, public order, the general welfare in a democratic society 
and national security. Some rights are non-derogable and cannot be 
restricted under any circumstances. In order for restrictions on human 
rights to be legit mate, the State must establish that the restriction is: 


a. Provided for and carried out in accordance with the law, i.e. according 
to specific legislation which is accessible, clear and precise, so that it is 
reasonably foreseeable that individuals will regulate their conduct 
accordingly; 


b. Based ona legitimate interest, as defined in the provisions guaranteeing 
the rights; 


c. Proportional to that interest and constituting the least intrusive and 
least restrictive measure available and actually achieving that interest 


These include the right to life, freedom from torture, freedom from enslavement or servi- 
tude, protection from imprisonment for debt, freedom from retroactive penal laws, the 


right to recognition as a person before the law and the right to freedom of thought, 
conscience and religion. 
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in a democratic society, i.e. established in a decision-making process 
consistent with the rule of law?’. 


83. Public health is most often cited by States as a basis for restricting human 
rights in the context of HIV/AIDS. Many such restrictions, however, infringe 
on the principle of non-discrimination, for example when HIV status is 
used as the basis for differential treatment with regard to access to 
education, employment, health care, travel, social security, housing and 
asylum. The right to privacy is known to have been restricted through 
mandatory testing and the publication of HIV status and the right to liberty 
of person is violated when HIV is used to justify deprivation of liberty or 
segregation. Although such measures may be effective in the case of diseases 
which are contagious by casual contact and susceptible to cure, they are 
ineffective with regard to HIV/AIDS since HIV is not casually transmitted. 
In addition, such coercive measures are not the least restrictive measures 
possible and are often imposed discriminatorily against already vulnerable 
groups. Finally, and as stated above, these coercive measures drive people 
away from prevention and care programmes, thereby limiting the 
effectiveness of public health outreach. A public health exception is, 
therefore, seldom a legitimate basis for restrictions on human rights in the 
context of HIV/AIDS. 


C. THE APPLICATION OF SPECIFIC HUMAN RIGHTS IN 
THE CONTEXT OF THE HIV/AIDS EPIDEMIC 


84. Examples of the application of specific human rights to HIV/ AIDS are 
illustrated below. These rights should not be considered in isolation but as 
interdependent rights supporting the Guidelines elaborated in this 
document. In the application of these rights, the significance of national 
and regional particularities and various historical, cultural and religious 
backgrounds must be taken into consideration. It remains the duty of 
States, however, to promote and protect all human rights within their 
cultural contexts. 


1. Non-discrimination and Equality Before the Law 


85. International human rights law guarantees the right to equal protection 
before the law and freedom from discrimination on any ground such as 
race, colour, sex, language, religion, political or other opinion, national or 
social origin, property, birth or other status. Discrimination on any of 


13 P. Sieghart, AIDS and Human Rights: A UK Perspective, British Medical Association Foun- 
dation for AIDS, London, 1989, pp. 12-25. 
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these grounds is not only wrong in itself but also creates and sustains 
conditions leading to societal vulnerability to infection by HIV, including 
lack of access to an enabling environment that will promote behavioural 
change and enable people to cope with HIV/AIDS. Groups suffering from 
discrimination, which also disables them in the context of HIV/AIDS, are 
women, children, those living in poverty, minorities, indigenous people, 
migrants,.refugees and internally displaced persons, people with disabilities, 
prisoners, sex workers, men having sex with men and injecting drug users. 
Responses by States to the epidemic should include the implementation of 
laws and Policies to eliminate systemic discrimination, including where it 
occurs against these groups. 


The Commission on Human Rights has confirmed that “other status” in 
non-discrimination provisions is to be interpreted to include health status, 
including HIV/AIDS". This means that States should not discriminate 
against PLHAs or members of groups perceived to be at risk of infection on 
the basis of their actual or presumed HIV status”. 


The Human Rights Committee has confirmed that the right to equal 
protection of the law prohibits discrimination in law or in practice in any 
fields regulated and protected by public authorities and that a difference in 
treatment is not necessarily discriminatory if it is based on reasonable and 
objective criteria. The prohibition against discrimination thus requires 
States to review and, if necessary, repeal or amend their laws, policies and 
practices to proscribe differential treatment which is based on arbitrary 
HIV related criteria’®. 


2. Human Rights of Women 


88 


14 
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. Discrimination against women, de facto and de jure, renders them 


disproportionately vulnerable to HIV/AIDS. Women’s subordination in the 
family and in public life is one of the root causes of the. rapidly increasing 
rate of infection among women. Systematic discrimination based on gender 


See, inter alia, Commission on Human Rights resolutions 1995144 of 3 March 1995 and 
1996/43 of 19 April 1996. 


Other groups singled out for discriminatory measures in the context of HIV/AIDS, such as 
mandatory screening, are the military, the police, peace-keeping forces, pregnant women, 
hospital patients, tourists, performers, people with haemophilia, tuberculosis or sexually 
transmitted diseases (STDs), truck drivers and scholarship-holders. Their partners, fami- 


lies, friends and care providers may also be subject to discrimination based on presumed 
HIV status. 


Human Rights Committee, General Comment No. 18(37). Official Records General As- 
sembly, FortY-fifth Session, supplement No. 40 (A/45/40), vol. I, annex VI A. 
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also impairs women’s ability to deal with the consequences of their own 
infection and/or infection in the family, in social, economic and personal 
terms”’. 


With regard to prevention of infection, the rights of women and girls to the 
highest attainable standard of physical and mental health, to education, to 
freedom of expression, to freely receive and impart information, should be 
applied to include equal access to HIV-related information, education, means 
of prevention and health services. However, even when such information 
and services are available, women and girls are often unable to negotiate 
safer sex or to avoid HIV-related consequences of the sexual practices of 
their husbands or partners as a result of social and sexual subordination, 
economic dependence on a relationship and cultural attitudes. The 
protection of the sexual and reproductive rights of women and girls is, 
therefore, critical. This includes the rights of women to have control over 
and to decide freely and responsibly, free of coercion, discrimination and 
violence, on matters related to their sexuality, including sexual and 
reproductive health'®. Measures for the elimination of sexual violence and 
coercion against women in the family and in public life not only protect 
women from human rights violations but also from HIV infection that may 
result from such violations. 


Violence against women in all its forms during peacetime and in conflict 
situations increases their vulnerability to HIV infection. Such violence 
includes, inter alia, sexual violence, rape (marital and other) and other 
forms of coerced sex, as well as traditional practices affecting the health of 
women and children. States have an obligation to protect women from 
sexual violence in both public and private life. 


Furthermore, in order to empower women to leave relationships or 
employment which threaten them with HIV infection and to cope if they or 
their family members are infected with HIV/AIDS, States should ensure 
women’s rights to, inter alia, legal capacity and equality within the family, 
in matters such as divorce, inheritance, child custody, property and 
employment rights, in particular, equal remuneration of men and women 
for work of equal value, equal access to responsible positions, measures to 
reduce conflicts between professional and family responsibilities and 


See report of the Expert Group Meeting on Women and HIV/AIDS and the Role of National 
Machinery for the Advancement of Women, convened by the Division for the Advance- 
ment of Women, Vienna, 24-28 September 1990 (EGM/AIDS/1990/1). 


10 Beijing Declaration and Platform for Action, Fourth World Conference on Women, 
Beijing, 415 September 1995 (A/CONF. 177/20). 
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92. 


93. 


protection against sexual harassment at the workplace. Women should 
also be enabled to enjoy equal access to economic resources, including credit, 
an adequate standard of living, participation in public and political life and 
to benefits of scientific and technological progress so as to minimize risk of 
HIV infection. 


HIV/AIDS prevention and care for women are often undermined by pervasive 
misconceptions about HIV transmission and epidemiology. There is a 
tendency to stigmatize women as “vectors of disease”, irrespective of the 
source of infection. As a consequence, women who are or are perceived to 
be HIV-positive face violence and discrimination in both public and in private 
life. Sex workers often face mandatory testing with no support for prevention 
activities to encourage or require their clients to wear condoms and with 
little or no access to health-care services. Many HIV/AIDS programmes 
targeting women gre focused on pregnant women but these programmes 
often emphasize coercive measures directed towards the risk of transmitting 
HIV to the foetus, such as mandatory pre- and post-natal testing followed 
by coerced abortion or sterilization. Such programmes seldom empower 
women to prevent perinatal transmission by pre-natal prevention education 
and an available choice of health services and overlook the care needs of 
women. 


The Convention on the Elimination of All Forms of Discrimination against 
Women obliges States parties to address all aspects of gender-based 
discrimination in law, policy and practice. States are also required to take 
appropriate measures to modify social and cultural patterns which are based 
on ideas of superiority/inferiority and stereotyped roles for men and women. 
The Committee on the Elimination of Discrimination against Women 
(CEDAW) which monitors the Convention has underscored the link between 
women’s reproductive role, their subordinate social position and their 
increased vulnerability to HIV infection” . 


3. Human rights of children 


94, 


The rights of children are protected by all international human rights 
instruments and, in particular, under the Convention on the Rights of the 
Child, which establishes an international definition of the child as “every 
human being below the age of eighteen years unless under the law applicable 
to the child, majority is attained earlier” (art. 1). The Convention reaffirms 


19 


CEDAW, General Recommendation No. 15 (ninth gaesibn, 1990). Official Records ofthe 
General Assembly, Forty-fifth Session, Supplement No. 38 (A/45/38), chap IV. 
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that children are entitled to many of the rights that protect adults (e. g. the 
rights to life, non-discrimination, integrity of the person, liberty and security, 
privacy, asylum, expression, association and assembly, education and health), 
in addition to particular rights for children established by the Convention. 


Many of these rights are relevant to HIV/AIDS prevention, care and support 
for children, such as freedom from trafficking, prostitution, sexual 
exploitation and sexual abuse since sexual violence against children, among 
other things, increases their vulnerability to HIV/AIDS. The freedom to 
seek, receive and impart information and ideas of all kinds and the right to 
education provide children with the right to give and receive all HIV-related 
information needed to avoid infection and to cope with their status, if 
infected. The right to special protection and assistance if deprived of his or 
her family environment, including alternative care and protection in 
adoption, in particular protects children if they are orphaned by HIV1IAIDS. 
The right of disabled children to a full and abolition of traditional practice 
which are prejudicial to the health of children, such as early marriage, 
female genital mutilation, denial of equal sustenance and inheritance for 
girls are also highly relevant in the context of HIVIAIDS. Under the 
Convention, the right to non-discrimination and privacy for children living 
with HIV/AIDS and finally the rights of children to e actors in their own 
development and to express opinions and have them taken into account in 
making decisions about their lives should empower children to be involved 
in the design and implement of HIV-related programmes for children. 


Right to Marry and to Found a Family and Protection of 
the Family 


The right to marry to found a family encompasses the right or “men and 
women of full age, without any limitation due to race, nationality or 
religion,... to marry an to found a family”, to be “entitled to equal rights as 
to marriage, during marriage and at its dissolution” and to protection by 
society and the State of the family as “the natural and fundamental group 
unit of society”2° Therefore, it is clear that the right of people living with 


HIV/AIDS is infringed by mandatory pre-marital testing and/or the 


requirement of “AIDS-free certificates” as a precondition for the grant of 
marriage licences under State laws?!. Secondly, forced abortions or 


20 Article 16, Universal Declaration of Human Rights. 
21 People living with HIV/AIDS should be able to marry and engage in sexual relations whose 


nature does not impose a risk of infection on their partners. People living with HIV/AIDS, 
like all people who know or suspect that they are HIV-positive, have a responsibility, to 
practice abstinence or safer sex, in order not to expose others to infection. 
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sterilization of HIV-infection women violates the human right to found a 
family, as well as the right to liberty and integrity of the person. Women 
should be provided with accurate information about the risk of perinatal 
transmission to 211 support them in making voluntary, informed choices 
about reproduction”?. Thirdly, measures to ensure the equal rights of 
women within the family are necessary to enable women to negotiate safe 
sex with their husbands/ partners or be able to leave the relationship if 
they cannot assert their rights (see also”’Human rights of women” above). 
Finally recognition of the family as the fundamental unit of society is 
undermined by policies which have the effect of denying family unity. In 
the case of migrants, many States do not allow migrants to be accompanied 
by family members, and the resulting isolation can increase vulnerability 
to HIV infection. In the case of refugees, mandatory testing as a precondition 
of asylum can result in HIV positive family members being denied asylum 
while the rest of the family is granted asylum. 


5. Right to Privacy 


Se 


98. 


Article 17 of the International Covenant on Civil and Political Rights provides 
that “No one shall be subjected to arbitrary or unlawful interference with 
his privacy, family, home or correspondence, nor to unlawful attacks on 
his honour and reputation. Everyone has the right to the protection of the 
law against such interference or attacks”. The right to privacy encompasses 
obligations to respect physical privacy, including the obligation to seek 
informed consent to HIV testing and privacy of information, including the 
need to respect confidentiality of all information relating to a person’s HIV 
status. 


The individual’s interest in his/her privacy is particularly compelling in 
the context of HIV/AIDS, firstly, in view of the invasive character of a 
mandatory HIV test and, secondly, by reason of the stigma and 
discrimination attached to the loss of privacy and confidentiality if HIV 
status is disclosed. The community has an interest in maintaining privacy 
so that people will feel safe and comfortable in using public health measures, 
such as HIV/AIDS prevention and care services. The interest in public 
health does not justify mandatory HIV testing or registration, except in 


22 The chances of an HIV-infected woman giving birth to an HIV-positive baby is approxi- 


mately 1 in 3. This rate may be significantly reduced if the woman is able to undergo pre- 
and post-natal treatment with anit-retrovirals. Since extremely difficult and complex 
ethical and personal decisions are involved, the choice to a child should be left to the 
woman, with input from her partner, if possible. 
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cases of blood/organ/tissue donations where the human product, rather 
than the person, is tested before use on another person. All information 
on HIV sero-status obtained during the testing of donated blood or tissue 
must also be kept strictly confidential. 


The duty of States to protect the right to privacy, therefore, includes the 
obligation to guarantee that adequate safeguards are in place to ensure 
that no testing occurs without informed consent, that confidentiality is 
protected, particularly in health and social welfare settings, and that 
information on HIV status is not disclosed to third parties without the 
consent of the individual. In this context, States must also ensure that 
HIV-related personal information is protected in the reporting and 
compilation of epidemiological data and that individuals are protected from 
arbitrary interference with their privacy in the context of media 
investigation and reporting. 


100. In societies and cultures where traditions place greater emphasis on the 


community, patients may more readily authorize the sharing of confidential 
information with their family or community. In such circumstances, 
disclosure to the family or community may be for the benefit of the person 
concerned and such shared confidentiality may not breach the duty to 
maintain confidentiality. 


101. The Human Rights Committee has found that the right to privacy under 


article 17 of the International Covenant on Civil and Political Rights is 
violated by laws which criminalize private homosexual acts between 
consenting adults. The Committee noted that “.. . the criminalization of 
homosexual practices cannot be considered a reasonable means or 
proportionate measure to achieve the aim of preventing the spread of HIV/ 
AIDS ... by driving underground many of the people at risk of infection ... 
[it] would appear to run counter to the implementation of effective 
education programmes in respect of the HIV/AIDS prevention”’ . 


102. The Committee also noted that the term “sex” in article 26 of the Covenant 


which prohibits discrimination on various grounds includes sexual 
orientation”. In many countries, there exist laws which render criminal 
particular sexual relationships or acts between consenting adults, such as 
adultery, fornication, oral sex and sodomy. Such criminalization not only 


23 Human Rights Committee, Communication No. 488/1991, Nicholas Toonan v. Australia 


(views adopted on 31 March 1994, fiftieth session). Official Records of the General Assem- 
bly, Forty-ninth Session, Supplement No. 40 (A/49/40), vol. II, annex IX EE, para. 8.5. 
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interferes with the right to privacy but it also impedes HIV/AIDS education 
and prevention work. 


Right to Enjoy the Benefits of Scientific Progress And tits 
Applications 


The right to enjoy the benefits of scientific progress and its applications is 
important in the context of HIV/AIDS in view of the rapid and continuing 
advances regarding testing, treatment therapies and the development of a 
vaccine. More basic scientific advances which are relevant to HIV/AIDS 
concern the safety of the blood supply from HIV infection and the use of 
universal precautions which prevent the transmission of HIV in various 
settings, including that of health care. In this connection, however, 
developing countries experience severe resource constraints which limit 
not only the availability of such scientific benefits but also the availability 
of basic pain prophylaxis and antibiotics for the treatment of HIV-related 
conditions. Furthermore, disadvantaged and/or marginalized groups within 
societies may have no or limited access to available HIV-related treatments 
or to participation in clinical and vaccine development trials. Of deep 
concern is the need to share equitably among States and among all groups 
within States basic drugs and treatment, as well as the more expensive 
and complicated treatment therapies, where possible. 


7. Right to Liberty of Movement 


104.The right to liberty of movement encompasses the rights of everyone 


lawfully within a territory of a State to liberty of movement within that 
State and the freedom to choose his/her residence, as well as the rights of 
nationals to enter and leave their own country. Similarly, an alien lawfully 
within a State can only be expelled by a legal decision with due process 
protection. 


105. There is no public health rationale for restricting liberty of movement or 


choice of residence on the grounds of HIV status. According to current 
international health regulations, the only disease which requires a 
certificate for international travel is yellow fever’*. Therefore, any 
restrictions on these rights based on suspected or real HIV status alone, 
including HIV screening of international travellers, are discriminatory and 
cannot be justified by public health concerns. 


24 WHO International Health Regulations (1969). 
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106. Where States prohibit people living with HIV/AIDS from longer-term 
residency due to concerns about economic costs, States should not single 
out HIV/AIDS, as opposed to comparable conditions, for such treatment 
and should establish that such costs would indeed be incurred in the case 
of the individual alien seeking residency. In considering entry applications, 
humanitarian concerns, such as family reunification and the need for 
asylum, should outweigh economic considerations. 


8. Right to Seek and Enjoy Asylum 


107.Everyone has the right to seek and enjoy asylum from persecution in 
other countries. Under the 1951 Convention relating to the Status of 
Refugees and under customary international law, States cannot, in 
accordance with the principle of non-refoulement, return a refugee to a 
country where she or he faces persecution. Thus, States may not return a 
refugee to persecution on the basis of his or her HIV status. Furthermore, 
where the treatment of people living with HIV/AIDS can be said to amount 
to persecution, it can provide a basis for qualifying for refugee status. 


108.The United Nations High Commissioner for Refugees issued policy 
guidelines in March 1988 which state that refugees and asylum seekers 
should not be targeted for special measures regarding HIV infection and 
that there is no justification for screening being used to exclude HIV-positive 
individuals from being granted asylum”. 


109.The Human Rights Committee has confirmed that the right to equal 
protection of the law prohibits discrimination in law or in practice in any 
fields regulated and protected by public authorities**. These would in elude 
travel regulations, entry requirements, immigration and asylum 
procedures. Therefore, although there is no right of aliens to enter a 
foreign country or to be granted asylum in any particular country, 
discrimination on the grounds of HIV status in the context of travel 
regulations, entry requirements, immigration and asylum procedures would 
violate the right to equality before the law. 


9. Right to Liberty and Security of Person 


110. Article 9 of the International Covenant on Civil and Political Rights provides 
that “Everyone has the right to liberty and security of person. No one 


25 UNHCR Health Policy on AIDS, 15 February 1988 (UNHCR/IDM). 
26 Human Rights Committee, General Comment No. 18 (37), op. cit. 
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shall be subjected to arbitrary arrest or detention. No one shall be deprived 
of his liberty except on such grounds and in accordance with such procedures 
as are established by law”. 


111.The right to liberty and security of person should,. therefore, never be 
arbitrarily interfered with, based merely on HIV status by using measures 
such as quarantine, detention in special colonies, or isolation. There is no 
public health justification for such deprivation of liberty. Indeed, it has 
been shown that public health interests are served by integrating people 
living with HIV/AIDS within communities and benefiting from their 
participation in economic and public life. 


112. In exceptional cases involving objective judgements concerning deliberate 
and dangerous behaviour, restrictions on liberty may be imposed. Such 
exceptional cases should be handled under ordinary provisions of public 
health, or criminal laws, with appropriate due process protection. 


113.Compulsory HIV testing can constitute a deprivation of liberty and a 
violation of the right to security of person. This coercive measure is often 
utilized with regard to groups least able to protect themselves because 
they are within the ambit of government institutions or the criminal law, 
e.g. soldiers, prisoners, sex workers, injecting drug users and men who 
have sex with men. There is no public health justification for such 
compulsory HIV testing. Respect for the right to physical integrity requires 
that testing be voluntary and that no testing be carried out without informed 
consent. 


10. Right to Education 


114. Article 26 of the Universal Declaration of Human Rights states in part 
that “Everyone has the right to education. ... Education shall be directed 
to the full development of the human personality and to the strengthening 
of respect for human rights and fundamental freedoms. It shall promote 
understanding, tolerance and friendship . . .”. This right includes three 
broad components which apply in the context of HIV/AIDS. Firstly, both 
children and adults have the right to receive HIV-related education, 
particularly regarding prevention and care. Access to education concerning 
HIV/AIDS is an essential life-saving component of effective prevention and 
care programmes. It is the State’s obligation to ensure, in every cultural 
and religious tradition, that appropriate means are found so that effective 
HIV/AIDS information is included in educational programmes inside and 
outside schools. The provision of education and information to children 
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should not be considered as promoting early sexual experimentation; rather 
as studies indicate, it delays sexual activity?’ . 


115. Secondly, States should ensure that both children and adults living with 
HIV/AIDS are not discriminatorily denied access to education, including 
access to schools, universities, scholarships and international education 
or subject to restrictions because of their HIV status. There is no public 
health rationale for such measures since there is no risk of transmitting 
HIV casually in educational settings. Thirdly, States should, through 
education, promote understanding, respect, tolerance and non- 
discrimination in relation to persons living with HIV/AIDS. 


11. Freedom of Expression and Information 


116. Article 19 of the International Covenant on Civil and Political Rights states 
in part that “Everyone shall have the right to hold opinions without 
interference. Everyone shall have the right to freedom of expression; this 
right shall include the freedom to seek, receive and impart information 
and ideas of all kinds . . . “. This right, therefore, includes the right to 
seek, receive and impart HIV-related prevention and care information. 
Educational material which may necessarily involve detailed information 
about transmission risks and may target groups engaged in illegal 
behaviour, such as injecting drug use and sexual activity between the same 
sexes, where applicable, should not be wrongfully subject to censorship or 
obscenity laws or laws making those imparting the information liable for 
“aiding and abetting” criminal offences. States are obliged to ensure that 
appropriate and effective information on methods to prevent HIV 
transmission is developed and disseminated for use in different multicultural 
contexts and religious traditions. The media should be respectful of human 
rights and dignity, specifically the right to privacy, and use appropriate 
language when reporting on HIV/AIDS. Media reporting on HIV/AIDS 
should be accurate, factual, sensitive and avoid stereotyping and 
stigmatization. 


12. Freedom of Assembly and Association 


117. Article 20 of the Universal Declaration of Human Rights provides that 
“Everyone has the right to freedom of peaceful assembly and association”. 


27 M. Alexander, “Information and Education Laws”, in Dr. Jayasuriya (ed.) HIV, Law, Ethics 
and Human Rights, UNDP, New Delhi, 1995, p. 54. Impact of HIV and sexual health 
education on the sexual behaviour of young people: a review update, UNAIDS, 1997. 
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This right has been frequently denied to non-governmental organizations 
working in the field of human rights, AIDS service organizations (ASOs) 
and community-based organizations (CBOs), with applications for 
registration being refused as a result of their perceived criticism of 
Governments or of the focus of some of their activities, e.g. sex work. In 
general, non-governmental or organizations and their members involved 
in the field of human rights should enjoy the rights and freedoms recognized 
in human rights instruments and the protection of national law. In the 
context of HIV/AIDS, the freedom of assembly and association with others 
is essential to the formation of HIV-related advocacy, lobby and self help 
groups to represent interests and meet the needs of various groups affected 
by HIV/AIDS, including PLHAS. Public health and an effective response 
to HIV/AIDS are undermined by obstructing interaction and dialogue with 
and among such groups, other social actors, civil society and Government. 


118. Furthermore, persons living with HIV/AIDS should be protected against 


13. 


direct or indirect discrimination based on HIV status in their admission to 
organizations of employers or trade unions, continuation as members and 
participation in their activities, in conformity with ILO instruments on 
freedom of association and collective bargaining. At the same time, 
workers’ and employers’ organizations can be important factors in raising 
awareness on issues connected with HIV/AIDS and in dealing with its 
consequences in the workplace. 


Right to Participation in Political and Cultural Life 


119. Realization of the right to take Part in the conduct of public affairs”® , as 


well as in cultural life”, is essential to guaranteeing participation by those 
most affected by HIV/AIDS in the development and implementation of 
HIV-related policies and programmes. These human rights are reinforced 
by the principles of participatory democracy; this assumes the involvement 
of PLHAs and their families, women, children and groups vulnerable to 
HIV/AIDS in designing and implementing programmes that will be most 
effective by being tailored to the specific needs of these groups. It is essential 
that PLHAs remain fully integrated in the political, economic, social and 
cultural aspects of community life. 


28 Article 25 of the International Covenant on Civil and Political Rights. 


29 Article 15 of the International Covenant on Economic, Social and Cultural Rights. 
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120. People with HIV/AIDS have the right to their cultural identity and to various 
forms of creativity, both as a means of artistic expression and asa therapeutic 
activity. Increasing recognition has been given to the expression of creativity 
as a popular medium for imparting HIV/AIDS information, combating 
intolerance, and as a therapeutic form of solidarity. 


14. Right to the Highest Atrainable Standard of Physical And 
Mental Health 


121. The right to the highest attainable standard of physical and mental health 
comprises, inter alia, “the prevention, treatment and control of epidemic 
... diseases” and “the creation of conditions which would as sure to all 
medical service and medical attention in the event of sickness*°”, 


122. In order to meet these obligations in the context of HIV/AIDS, States should 
ensure the provision of appropriate HIV-related information, education 
and support, including access to services for sexually transmitted diseases, 
to the means of prevention (such as condoms and clean injection equipment) 
and to voluntary and confidential testing with pre- and post-test counselling, 
in order to enable individuals to protect themselves and others from 
infection. States should also ensure a safe blood supply and implementation 
of “universal precautions” to prevent transmission in settings such as 
hospitals, doctors’ offices, dental practices and acupuncture clinics, as well 
as informal settings, such as during home births. 


123.States should also ensure access to adequate treatment and drugs, within 
the overall context of their public health policies, so that people living with 
HIV/AIDS can live as long and as successfully as possible. PLHAS should 
also have access to clinical trials and should be free to choose amongst all 
available drugs and therapies, including alternative therapies. International 
support is essential from both the public and private sectors, for developing 
countries for increased access to health care and treatment, drugs and 
equipment. In this context, States should ensure that neither expired drugs 
nor other invalid materials are supplied. 


124.States may have to take special measures to ensure that all groups in 
society, particularly marginalized groups, have equal access to HIV-related 
prevention, care and treatment services. The human rights obligations of 
States to prevent discrimination and to assure medical service and medical 
attention for everyone in the event of sickness require States to ensure 


30 Article 12 of the International Covenant on Economic, Social and Cultural Rights. 
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that no one is discriminated against in the health-care setting on the basis 
of their HIV status. 


15. Right to an Adequate Standard of Living And Social 


125. 


126. 


16. 


127. 


Security Services 


Article 25 of the Universal Declaration of Human Rights states that 
“Everyone has the right to a standard of living adequate for the health and 
well-being of himself and his family, including food, clothing, housing and 
medical care and necessary social services, and the right to security in the 
event of unemployment, sickness, disability, widowhood, old age or other 
lack of livelihood in circumstances beyond his control”. Enjoyment of the 
right to an adequate standard of living is essential to reduce vulnerability 
to the risk and consequences of HIV infection. It is particularly relevant 
to meeting the needs of people living with HIV/AIDS, and/or their families, 
who have become impoverished by HIV/AIDS as a result of increased 
morbidity due to AIDS and/or discrimination which can result in 
unemployment, homelessness and poverty. If States introduce priority 
ranking for such services for resource allocation purposes, then PLHAs 
and persons with comparable conditions and disabilities should qualify for 
preferential treatment due to their dire circumstances. 


States should take steps to ensure that people living with HIV/AIDS are 
not discriminatorily denied an adequate standard of living and/or social 
security and support services on the basis of their health status. 


Right to Work 


“Everyone had the right to work ... [and] to just and favourable conditions 
of work*!”. The right to work entails the right of every person to access to 
employment without any precondition except the necessary occupational 
qualifications. This right is violated when an applicant or employee is 
required to undergo mandatory testing for HIV and is refused employment 
or dismissed or refused access to employee benefits on the grounds of a 
positive result. States should ensure that persons with HIV/ AIDS are 
allowed to work as long as they can carry out the functions of the job. 
Thereafter, as with any other illness, PLHAs should be provided with 
reasonable accommodation to be able to continue working as long as possible 
and, when no longer able to work, be given equal access to existing sickness 


31 Article 23, Universal Declaration of Human Rights. 
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and disability schemes. The applicant or employee should not be required 
to disclose his or her HIV status to the employer nor in connection with 
his or her access to workers’ compensation, pension benefits and health 
insurance schemes. States’ obligations to prevent all forms of discrimination 


in the workplace, including on the grounds of HIV/AIDS, should extend to 
the private sector. 


128. As part of favourable conditions of work, all employees have the right to 
safe and healthy working conditions. “In the vast majority of occupations 
and occupational settings, work does not involve a risk of acquiring or 
transmitting HIV between workers, from worker to client, or from client 
to worker* .” However, where a possibility of transmission does exist in 
the workplace, such as in health-care settings, States should take measures 
to minimize the risk of transmission. In particular, workers in the health 
sector must be properly trained in universal precautions for the avoidance 
of transmission of infection and be supplied with the means to implement 
such procedures. 


17. Freedom from Cruel, Inhuman or Degrading Treatment or 
Punishment 


129.The right to freedom from cruel, inhuman or degrading treatment or 
punishment can arise in a variety of ways in the context of HIV/AIDS, for 
example in the treatment of prisoners. 


130. Imprisonment is punishment by deprivation of liberty but should not result 
in the loss of human rights or dignity. In particular, the State, through 
prison authorities, owes a duty of care to prisoners, including the duty to 
protect the rights to life and to health of all persons in custody. Denial to 
prisoners of access to HIV-related information, education and means of 
prevention (bleach, condoms, clean injection equipment), voluntary testing 
and counselling, confidentiality and HIV-related health care and access to 
and voluntary participation in treatment trials, could constitute cruel, 
inhuman or degrading treatment or punishment. The duty of care also 
comprises a duty to combat prison rape and other forms of sexual 
victimization that may result, inter alia, in HIV transmission. 


131. Thus, all prisoners engaging in dangerous behaviour, including rape and 
sexual coercion, should be subject to discipline based on their behaviour, 


32 Consultation on AIDS and the Workplace (World Health Organization, in association with 
the International Labour Organization), Geneva, 1988, sect. 11, “Introduction”. 
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without reference to their HIV status. There is no public health or security 
justification for mandatory HIV testing of prisoners, nor for denying inmates 
living with HIV/AIDS access to all activities available to the rest of the 
prison population. Furthermore, the only justification for segregation of 
PLHAs from the prison population would be for the health of PLHAs 
themselves. Prisoners with terminal diseases, including AIDS, should be 
considered for early release and given proper treatment outside prison. 


ANNEXURE I 


HISTORY OF THE RECOGNITION OF THE IMPORTANCE 
OF HUMAN RIGHTS IN THE CONTEXT OF HIV/ AIDS 


1. The World Health Organization (WHO) held an International Consultation 
on Health Legislation and Ethics in the Fields of HIV/ AIDS in April 1988 
at Oslo. It advocated bringing down barriers between people who were 
infected and those who were not infected and placing actual barriers (e. g. 
condoms) between individuals and the virus. On 138 May 1988, the World 
Health Assembly passed resolution WHA41.24 entitled “A voidance of 
discrimination in relation to HIV - infected people and people with AIDS”, 
which underlined how vital respect for human rights was for the success of 
national AIDS prevention and control programmes and urged member States 
to avoid discriminatory action in the provisions of services, employment 
and travel. In July 1989, the first international consultation on AIDS and 
human rights was organized/GPA. The report of the consultation highlighted 
the human rights issues raised in the context of HIV/ AIDS and proposed 
the elaboration of guidelines. Resolution WHA45.35 OF 14 May 1992 
recognized that there is mandatory screening. In 1990, the World Health 
Organization conducted regional workshops on the legal and ethical aspects 
of HIV / AIDS at Seoul, Brazaville and New Delhi. The first of these 
workshops developed guidelines to evaluate current and elaborate future 
legal measures for the control of HIV/AIDS to be used as a check-list by 
countries considering legal policy issues*?. In November 1991, the WHO 
Regional Office for Europe and the International Association of Rights and 
Humanity held a Pan-European Consultation on HIV/AIDS in the Context 
of Public Health and Human Rights in Prague, which considered the Rights 
and Humanity Declaration and Charter and developed a consensus 
statement (the Prague Statement). Three further consultations on HIV, 
law and law reform were convened during 1995 by the WHO Regional Office 
for Europe, for countries in Eastern Europe and Central Asia. 


33 See WHO document RS/90/GE/11 (KOR) 
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2. The United Nations Development Programme held Inter-Country 
Consultations on Ethics, Law and HIV in Cebu (Philippines) in May 1993 
and in Dakar, in June 1994. Both of these consultations produced consensus 
documents reaffirming a commitment to voluntarism, ethics and the human 
rights of those affected (the Cebu Statement of Belief and the Dakar 
Declaration). UNDP also held Regional Training Workshops on HIV Law 
and Law Reform in Asia and the Pacific at Colombo, Beijing and Nadi (Fili) 
in 1995. 


3. Law reform programmes focusing on human rights have been ongoing in 
countries such as Australia, Canada, the United States, South Africa and 
in the Latin American region, together with networks of legal advocates, 
practitioners and activists at governmental and community levels. One 
concrete achievement of such groups has been the successful lobbying for 
general anti-discrimination legislation at national and local levels which 
defines disability broadly and sensitively enough to explicitly include HIV / 
AIDS. Such civil legislation exists in the United States, the United Kingdom, 
Australia, New Zealand and Hong Kong. In France, such a definition is 
contained in the Penal Code. Some countries have constitutional guarantees 
of human rights with practical enforcement mechanisms, such as the 
Canadian Charter of Rights. 


4. The United Nations General Assembly, in its resolutions 45/187 of 21 
December 1990 and 46/203 of 20 December 1991, emphasized the need to 
counter discrimination and to respect human rights and recognized that 
discriminatory measures drove HIV / AIDS underground, making it more 
difficult to combat, rather than stopping its spread. The Special Rapporteur 
of the United Nations Sub-Commission on Prevention of Discrimination 
and Protection of Minorities on discrimination against HIV-infected people 
and people living with AIDS presented a series of reports to the Sub- 
Commission between 1990 and 1993*°. The Special Rapporteur’s reports 
highlighted the need for education prorammes to create a genuine clitrary 
to international law. The right to health can only be implemented by 
advising people of the means of prevention and the Special Rapporteur 
made specific reference to the vulnerable situation of women and children 
in the spread of HIV. Since 1989, the Sub-Commission, at its annual sessions, 
has adopted resolutions on discrimination against people living with HIV/ 
AIDS*. 


34 R. Glick (ed.), Inter-Country Consultation on Ethics, Law and HIV (Cebu), New Delhi. 
India, 1995; UNDP, Inter-Country Consultation on Ethics, Law and HIV, Dakar, Senegal, 
1995. 


35 E/CN.4/Sub.2/1990/9, E/CN/1991/10, E/CN.4/Sub.2/1992/10 and E/CN.4/Sub.2/1993/9. 
36 Sub-Commission resolutions and decisions 1989/17, 1990/118, 1991/109, 1992/108, 1993/31 
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5. The United Nations Commission on Human Rights, at its annual sessions 
since 1990, has also adopted numerous resolutions on human rights and 
HIV/AIDS which, inter alia, confirm that discrimination on the basis of 
HIV/AIDS status, actual ro presumed, is prohibited by existing international 
human rights standards and clarify that the term “or other status” used in 
the non-discrimination clauses of such texts “should be interpreted to include 
health status, such as HIV/ AIDS”?’. 


6. There have also been prestigious academic international studies of HIV/ 
AIDS and human rights: these include the work of the late Paul Sieghart 
for the British Medical Association Foundation for AIDS*®; the Francois- 
Zavier Bagnoud Center for Health and Human Rights, Harvard School of 
Public Health* ; the International Federation of Red Cross and Red Crescent 
Societies; the National Advisory Committee on AIDS in Canada”; the pan 
American Health OrganizatIon (PAHO);*! the Swiss Institute of Comparative 
Law*, by the Danish Centre on Human Rights** and by the Georgetown/ 
Johns Hopkins University Program in Law and Public Health. 


7. Numerous charters and declarations which specifically or generally 
recognize the human rights of people living with HIV / AIDS have been 
adopted at national international conference and meetings, including the 
following; 


London Declaration on AIDS Prevention, World Summit of Ministers of 
Health, 28 January 1998; 


37 Commission on Human Rights resolutions 1990/65, 1992/56, 1993/53, 1994/49, 1995/44 and 
1996/43. Relevant reports of the Secretary-General submitted to the Commission on 
Human Rights are E/CN.4/1995/45 and E/CN.4/1996/44 and E/CN.41997/37. 


38 P. Sieghart, op. cit. 


39 International Federation of the Red Cross and Red Crescent Societies, AIDS, Health and 
Human Rights: An Explanatory Manual, Geneva, 1995. See, in particular, p.43 on the 
Four-Step Impact Assessment of Public Health and Human Rights. 


40 HIV and Human Rights in Canada, submitted to the Minister of National Health and 
Welfare, January 1992. 


41 PAHO, Ethics and Law in the Study of AIDS, Scientific Publication No.530, Washington, 
D.C., 1992. 


42 Swiss Institute of Comparative Law (Lausanne), Comparative Study on Discrimination of 
Persons Infected with HIV or Suffering from AIDS, Council of Europe, Steering Commit- 
tee for Human Rights, CDDH (92) 14 Rev. Bil., Strasbourg, September 1992. 


43 Danish Cenre on Human Rights, AIDS and Human Rights, Akademisk Forlag, Copen- 
hagen, 1988. 


44 L. Gostin and Z. Lazzarini, Public Health and Human Rights in the HIV Pandemic, Oxford 
University Press, 1997. 
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Paris Declaration on Women, Children and AIDS, 30 March 1989. 


Recommendation on the Ethical Issues of HIV Infection in the Health Care 
and Social Settings, Committee of Ministers of the Council of Europe, 
Strasbourg, October 1989 (Rec. 89/14); 


Council of Europe, Committee of Ministers, Recommendation R (87) 25 to 
member States concerning a common European public health policy to 
fight AIDS, Strasbourg, 1987; 


European Union, European Parliament and Council Decisions on “Europe 
Against AIDS” programme (including dec. 91/317/EEC and dec. 1279/95/ 
EC; 

Declaration of Basic Rights of Persons with HIV/AIDS, Organizing 


Committee of the Latin American Network of Community-Based Non- 
Governmental Organizations Fighting AIDS, November 1989; 


Declaration of the Rights of the People with HIV and AIDS, United Kingdom, 
1991; 


Australian Declaration of the Rights of People with HIV/AIDS, National 
Association of People Living with HIV/AIDS, 1991; 


Prague Statement, Pan-European Consultation on HIV/AIDS in the Context 
of Public Health and Human Rights, November 1991. 


Rights and Humanity Declaration and Charter of HIV and AIDS, United 
Nations Commission on Human Rights, 1992*°. 


South African AIDS Consortium Charter of Rights on AIDS and HIV, 1 
December 1992; 


Cebu Statement of Belief, UNDP Inter-Country Consultations on Ethics, 
Law and HIV, the Philippines, May 1993; 


Dakar Declaration, UNDP Inter-Country Consultations on Ethics, Law and 
HIV, Senegal, July 1994; 


Phnom Penh Declaration on Women and human Rights and the Challenge 
of HIV/AIDS, Cambodia, November 1994; 


Malaysian AIDS Charter: Shared Rights, Shared Responsibilities, 1995; 


45 United Nations document E/CN.4/1992/82, annex. 
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Chiang Mai Proposal on Human Rights and Policy for People with HIV / 
AIDS, submitted to the Royal Thai Government, September 1995; 


Asia-Pacific Council of AIDS Service Organization’s Compact on Human 
Rights, September 1995; 


Montreal Manifesto of the Universal Rights and Needs of People Living 
with HIV Disease; 


Copenhagen Declaration on Social Development and Programme of Action 
of the World Summit for Social Development, March 1995; 


New Delhi Declaration and Action Plan on HIV / AIDS, Interdisciplinary 
International Conference: AIDS, Law and Humanity, December 1995. 


The formulation of the present Guidelines is a culmination of these 
international, regional and national activities and an attempt to draw on 
the best features of the documents described above, whilst also focusing on 
strategic action plant to implement them. It has been noted that, although 
some positive measures at the national level to promote and protect human 
rights in the context of HIV / AIDS are in place, a dramatic gap exists 
between professed policy and implementation on the ground*. It is hoped 
that these Guidelines, as a practical tool for States in designing, coordinating 
and implementing their national HIV/AIDS policies and strategies, will assist 
in closing the gap between principles and practice and be instrumental in 
creating a rights-based and effective response to HIV/AIDS. 
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46 See E/CN.4/1995/45 and E/CN.4/1996/44. 
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AIDS 


AIDS is Acquired Immunodeficiency Syndrome, an incurable condition of 
a body’s weakened immune system or complete lack of ability to fight infections. 
People suffer from AIDS when they are infected by HIV. People with AIDS die 
from a variety of infections which attack the body in its weakened state. 


Asymptomatic HIV infection 


The stage of HIV infection in which an individual is infected with HIV, 
but shows or feels no signs or symptoms indicating the illness. 


Azidothymidine(AZT) 


Also known as zidovudine, retrovir or 3’azido-3’-deoxy-thymine. The drug 
interferes with one of the HIV enzymes responsible for replication of the virus. 
The drug has side effects, including severe anaemia. 


Blood product 


Substances that can be produced from human blood to treat a variety of 
medical conditions such as haemophilia. 


Body fluid 


Any fluid or secretion that comes from the body. HIV can be present in 
blood, semen, breast milk and vaginal fluids. 


Condom 


A thin latex rubber sheath which is designed to cover a man’s erect penis 
from tip to base. A condom is used during sexual intercourse to prevent skin to 
skin contact or passing of semen. It is known to act as an effective barrier 
against the transmission of HIV and other sexually transmitted diseases. It 
protects both persons involved in the sex act. 


Confidentiality 


The protection of personal data and test results to ensure the rights and 
welfare of the individual from whom such data are collected. Only the individual 
and the health professionals directly involved in the care of the person are 
aware that certain tests were performed and can have access to test results. 
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This information is not given out under any circumstances to any other person 
without the individual’ s explicit agreement 


CSW 


Commercial Sex Worker. Also called a prostitute - a term that is 
considered offensive to some. A CSW is a man, woman or child who engages in 
sex, for the purpose of receiving payment 


ELISA Test 


Enzyme-Linked Immuno-Sorbent Assay test. This test is used to detect 
the presence of HIV in a person’s body. It actually detects antibodies to HIV, 
and not HIV itself, but this is a very accurate way of determining that HIV is 
present 


Epidemic 
Spread of a disease in a population 
Epidemiology 
The study of how and why diseases spread and how to control this spread. 


AIV 


Human Immunodeficiency Virus. This is the virus that causes HIV 
infection, whose final stage is known as AIDS. Three types of HIV are found in 
the world: HIV I, I] and III. There are several subtypes and strains. 


HIV infected 


The condition of being infected with the Human Immunodeficiency virus. 
Persons with HIV are referred to as HIV-positive. A more neutral term is 
‘Person with HIV’. 


HIV positive (HIV+) 


The condition of having been tested for the presence of HIV in the blood 
and having it confirmed that the virus is present. 


HIV test 


The blood test which determines the presence of antibodies to HIV in a 
sample of a person’s blood. The presence of antibodies shows that the person 


has been infected with HIV. The most common tests are the ELISA and the 
Western Blot. 
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Human Rights 


The basic rights to which every human being is entitled. These include 
the rights to food, shelter, education, health, property, employment and freedom 
of movement. 


Immunodeficiency 


The inability of the body’s immune system to protect the body from 
infection. 


Incidence 


Incidence of HIV is the number of new cases, ie the number of people who 
became infected during a specified period of time, usually over a 12 month 
interval. 


Incubation period 


The time interval between infection and the ability of a blood test to 
detect infection. This term is also used to describe the time interval between 
infection and the onset of the clinical signs and symptoms associated with AIDS. 


Pandemic 

A world wide epidemic. 
PLWA 

People Living with HIV/AIDS. 
Prevalence 


The number of people currently infected with HIV at a given point in 
time. Because there is no cure for HIV/AIDS, HIV prevalence reflects the 
cumulative numbers of infection from the past and the mortality rate of those 
infected 


RTI 
Reproductive Tract Infections 
Safer sex 


Sexual behaviour and practices which reduce the risk of passing on HIV 
from one sexual partner to another. These practices include having only one 
faithful partner and using a latex condom in every act of sexual intercourse 


TILEM 


356 Stakeholders Consultation 


Sero-conversion 


The change from HIV negative to HIV positive in an individual. This 
occurs within 6 to 12 week after infection with HIV. During this period the 
individual may have flu-like symptoms. After a few weeks he or she may feel 
and look healthy, but will remain infected and infectious 


STI 
Sexually transmitted Infections 


STD 


Sexually transmitted disease. A disease that can be contracted by having 
sexual intercourse with a person who is infected with the organism that causes 
the disease. STDs can also be transmitted through blood and blood products 


Syndrome 


A collection of signs and symptoms that result from a single cause. 
Syndromes typically occur making diagnosis of the illness easier 


Transmission 
Passing of it virus from one person to another 
Vaccine 


A substance that increases a person’s immunity to a certain disease. Dead 
germs or weakened live ones or parts of germ cells are put into the body to 
cause the immune system to fight them. The resulting increased immunity 
can last for years 


Virus 


A virus is a tiny infectious particle; it is so small (20 to 300 nanometers) 
that it can only be seen with an electron microscope. Viruses attack the cells 
of living things. They grow and reproduce inside the cells. And then burst out, 
killing the host cell and seeking out new cells to infect and kill. 


Western Blot Test 


A test that confirms the presence of HIV antibodies in a person’s blood 
sample 
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Window period 


The time period between which an individual contracts HIV and the time 
a blood test reveals the presence of the virus. This period is usually from 6 to 
12 weeks. 
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National Law School of India University, a premier Law University set us 
as a model institute offers B.A.LL.B. (Hons.) LL.M., M.Phil, LL.D. and Ph.D. 
degrees. It also offers Master’s Degree in Business Law through Distance 
Education. 


The School receive more than 4,000 application for 80 seats few from abroad. 


The School has made its mark in the legal education with its alumni now 


practicing and working all over India in reputed institutes and few in abroad. 


The School is a nodal centre for research, consultancy and policy inputs on 
various legal issues. The school has various chairs on International Trade 
Law, ICICI, IBA-CLE, UNHCR and Reliance Chair on Corporate Governance. 


The Chief Justice of India is the visitor of the School and has long list of 
legal luminaries like Justice V.R. Krishna lyer, Mr. Ram Jethmalani, Fali 
Nariman and others as visiting professor. 


ABOUT TILEM 


TILEM is an active centre at the National Law School, established to generate 
an inter-disciplinary discourse on issues falling within the broad ambit of 
the interface of Law, Ethics and Medicine. 


As part of its activities TILEM undertakes curriculum planning and 
development, consultancy, publication and specific research projects. TILEM 
is actively involved in the conduct of Continuing Legal Education Workshops 
in association with IBA-CLE Chair in NLSIU. The Centre also publishes a 
journal - Law and Medicine 


Recognizing the work done by TILEM, the National Aids Control Organization 
(NACO), and Ministry of Health and Family Welfare Organization, Govt. of 
India has identified the centre as the nodal agency for TRG pertaining to 
Law and Ethics relating HIV/AIDS in India. TILEM now proposes to conduct 
a series of Lawshops for Doctors under the NLSIU Lawshops Series. 
Dr. S.V. Joga Rao, Additional Professor co-ordinates the activities of TILEM. 


Where the mind is without fear and the head is held high; 
Where the knowledge is free; 


Where the world has not been broken up into fragments 
by narrow domestic walls; 


Where words come out from the depth of truth; 

Where tireless striving stretches its arms towards 
perfection; 

Where the clear stream of reason has not lost its way into 
the dreary desert sand of dead habit; 


Where the mind is led forward by thee into everwidening 
thought and action; 


Into the heaven of freedom, my Father, let my country 
awake. 


Rabindranath Tagore _ GITANJALI 


